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apart but each is an integral unit of the whole 
scheme of mortal existence. Environment, hered- 
ity, occupation, amusements, the mental, the 
moral and the physical are so interwoven with 
disabling ailments that the whole pattern is in- 
tricate beyond explanation. 

For that reason the best specialist is apt to be 
the man who doesn’t specialize his generalities 
but generalizes his specialties. Investigated care- 
fully, through no fault of its own the field of 
specialization and the field of socialization are 
not so far apart. Their bond is the generous 
endowment of the misguided lay philanthropist 
or reformer and the futile misguided lay in- 
spired legislation. It is the tie between the 
prodigal son and his known but unaccused de- 
baucher, a bond welded in the soft ways of ease 
and dalliance. 

Perhaps there is no more trite and yet no more 
accurate way to epitomize the service of the fam- 
ily physician from pioneer days to the piping 
times of prophylaxis, whose only noxiousness has 
been the tares of lay-usurpers and their works, 
than to remark that the real, old fashioned dyed- 
in-the-wool, traditional family physician or gen- 
eral practitioner is and was a community 
mother.” “Mother” because a genuine general 
practitioner stands for that sort of undying per- 
sonal sacrifice that the world through the ages of 
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begetting and begat has allied with the female 
of the species, save for a few benighted examples 
of unfortunate maternal instincts in the lower 
orders of creation. 

The family physician of the Spartan type 
whose part in the upbuilding of the world ranks 
among the great sacrifices of civilization stood 
and stands for law and order, and as a commun- 
ity protectorate. 

He was, is and will be, among other things, a 
bulwark against such menaces against civiliza- 
tion as are embodied in the much propagandized 
and current trends towards 

1. Lay dictation and control of medical prac- 
lice. 

2. Endowed foundations entering practice of 
medicine. 

3. Corporations engaged in medical practice. 

4. Inimical medical legislation. 

5. Political control and interference with 
medical practice. 

6. Unrestricted activities of quacks with gen- 
eral public health. 

%. Lay and semi-lay pay clinics for other 
than the poor. 

8. Supersedence of physician by overtrained 
nurse. 

9. Health departments practicing general in- 
stead of preventive medicine. 

10. Attempts by Congress and State legisla- 
tures to dictate therapeutic procedures. Diag- 
nosis, dosage and demand should be regulated by 
scientific judgment in all its flexibility rather 
than by inflexible, legislative statute. 

11. Attempts by lay organizations and indi- 
viduals, and by capitalistic foundations to effect 

arbitrary control and supervision of disease, and. 
of the sick and ailing to the elimination of the 
physician as an individual, or as a unit in a 
purely scientific society, such as a city or county 
or state medical society or its divisional. 

12. Attempts at fiat legislation that interfere 
in any way with the proper practice of medicine. 

13. Attempts by politicians, misguided, 
ignorant or malicious, as the tools of cults, 
quacks and charlatans, to write upon the statute 
books of any state, county or city, legislation that 
will permit any imposter to enter the practice of 
medicine or in any way to assume care of the sick 
or ailing. 

14. Attempts by corporations to act as inter- 
mediaries between physician and patient and 
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thus eliminate the benefits to the patient of a 
direct contact with the medical advisor. 

15. Attempts through various agencies to 
take from the hands of the family physician, 
aided if necessary by a local specialist, the re- 
quisite periodic health examination. 

16. Attempts to effect an indirect medical 
service anywhere and in any way through a 
third party. 

17. Attempts to install an over-centralization 
of medical authority with all the dangers and 
destructive influences attendant upon such non- 
American bureaucracy. 

18. Attempts to create a federal despotism or 
a modified soviet with socialization of medicine 
the touchstone for this calamity. 

19. Spreading the doctrine that the greatest 
need, legislatively speaking, in the United States 
today is decentralization of government at Wash- 
ington. “America is the most law ridden coun- 
try in the world. In fact, America is forced by 
law to do and prohibited by law from doing more 
things than had been prohibited or required in 
autocratic Europe before the war.” 

20. And that bureaucracy is always a curse, 
and centralization a lethal menace under any 
conditions. Where the practice of medicine is 
concerned, it is fatal. 

The family doctor was among the first, too, to 
recognize the necessity for every doctor to be 
firm in 

1. Defense of the medical profession from 
emotional villification from misguided indi- 
viduals in the profession and from ignorant in- 
dividuals of the general public. 

2. Protection of the profession from mislead- 
ing opinions engendered in the public mind 
through unfair, untruthful and bombastic news- 
paper publicity attained on the part of certain 
members of the profession from time to time. 

3. Insistence upon the rank and ranks of the 
family physician, that fundamental factor in the 
practice of medicine that has unfortunately suf- 
fered temporary displacement through the en- 
thusiastic if not altogether balanced rush for 
specialization that has, through no precise fault 
of the doctors themselves, permitted a specious 
foothold for cults in the chasm between the serv- 
ice of the specialists and the average service 
afforded by the modern general practitioners. 

4. And to spread realization on the part of 
both mature doctor, recent graduate and under- 
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graduate student that the general public is de- 
manding increasingly a punctilious service for 
those comparatively trivial ailments that com- 
prise the bulk of human ailments and that prof- 
fer fertile mediums for the increase of charla- 
tanism. 

5. To know that the outlook for the future 
is promising because of an awakening of the pro- 
fessional conscience to the wrongs that have been 
perpetuated against individual members. Loyal 
sons of mother science augur that protective 
action that will follow will bring the remedy. 
“Diagnosis is half the cure.” 

Very early in the game the family physician 
sensed that his forebears had engaged essentially 
in emergency or in epidemic practice. Yet their 
modern successor was quick to do. what he could 
to forestall epidemics and to prevent emergencies. 
Most of all he was and is interested in curing 
the patient, in keeping him up and doing, and 
well and able and an economic factor in com- 
munity life. What he cured his patient of mat- 
tered less to him than that the patient was cured 
and working and bearing responsibilities and 
maintaining self-respect. Personal and indi- 
vidualistic service was one of the biggest things 
he gave but one of the least charged for in his 
“statements of account.” He understood his 
patients and his sympathy was based upon this 
understanding. 

His practice was as much a part of him as 
were his saddlebags and later his gig, or later 
still, his motor. One of the troubles with the 
modern physician is that he hates to be so per- 
sonal. He doesn’t want to share in the lives 
of his patients, he wants to keep them at arm’s 
length. It is a nice bit of self-preservation, too. 
But he is really more interested in the disease 
than in the man who has it. Busily he seeks 
the cause of the disease and its prevention. Med- 
ical science has developed rapidly and extensively. 
The rise of laboratories, diagnostic tests, x-rays, 
hospitals and specialties tends to obscure the 
modern physician in his perspective and cause 
him to overlook the individuality of the patients 
in the diagnostic maze of a puzzling disease. Em- 
phasis is placed so keenly on diagnosis and pre- 
vention that the individual and patient is for- 
gotten. The patient who senses this impersonal 
interest of his doctor, silently resents it, refuses 
his complete confidence, becomes critical and 
even skeptical of his medical advisers. 
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The modern physician is apt to carry the study 
of the nature of the disease often much further 
than is needed for the patient’s welfare. He 
does not always take the patient fully into his 
confidence. 

Modern medicine is not standing on its own 
feet, as the modern physician cannot practice 
medicine without laboratories, x-rays, hospitals 
and nurses, and he is less resourceful and more 
dependent on these aids than his forebears and 
is more expensive because the patient has to pay 
for all these aids. The doctor is lost in the study 
of the disease and the patient becomes worried 
over the expense and wonders why the price is 
so high and the result so small. Recent study 
of medical practice indicates that nine-tenths of 
patients have ailments that can be readily diag- 
nosed and treated, and for which elaborate 
studies and consultation with specialists are en- 
tirely unnecessary. 

‘Here is the marked difference between the 
general practitioner and the “coming man.” The 
one would seem out to kill the disease and the 
other to cure the patient. The end of course may 
be the same, but—is it? 

Trend towards self-medication, towards dis- 
trust of the ethical profession, the landslide to- 
wards cults, charlatans and nature cures would 
seem to indicate the rift within the lute. And 
to show that the patient to himself at least is 
more important than the disease. Moreover it 
would seem to hint at the fact that the medical 
profession dropped out its ballast of the general 
practitioner far too soon and far too thoroughly. 

The only way to rectify a mistake is to restore 
original conditions. The earlier that emphasis 
in the profession is made to stress the importance 
of good general practitioners the sooner will the 
profession be re-stabilized—one might almost 
write truthfully—“Re-established.” 

For that is what we are coming to. 





THE CLAIMS OF THE CHILDREN’S 
BUREAU REMIND US OF THE FLY 
ON THE CHARIOT WHEEL— “MY, 
MY, WHAT A DUST WE ARE 
RAISING!” 

Quite in line with other foolishly preposterous 
statements of the lay usurpers of the functions 
of the medical profession is that made in a 
twentieth anniversary celebration, and over the 
radio, by a member or representative of the Fed- 
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eral Children’s bureau of the Department of 
Labor. 

The ridiculous remark was uttered by this rep- 
resentative that if it were not for this children’s 
bureau, young, inexperienced mothers would “not 
know which way to turn” to get aid for sick 
children and that they had not known twenty 
years ago what to do before this bureau was in 
existence. 

According to the speaker, none other than 
Katharine Lenroot, (daughter of Ex-Senator 
Lenroot of Wisconsin) assistant to the chief of 
the bureau, — realization was brought to the 
bureau as to what would be the sad condition of 
the United States where babies are concerned if 
this group of lay meddlers were abolished by a 
letter from a mother who asked “if a diet of 
gunpowder would cure the styes on her baby’s 
eyes.” 

Apart from the fact that the baby might either 
have been blinded or exploded or recovered by 
due process of nature before the Children’s 
Bureau had its answer in, Miss Lenroot’s remark 
makes us wonder a lot. 

She may not know it, but there have been 
practicing physicians in this country ever since 
the Mayflower landed, — ay even a priori —- for 
Christopher Columbus fetched a man of medicine 
along with the Santa Maria, the Pinta and the 
Nina. 

Even in those benighted days it was thought 
quite meet, fit and proper to go to a doctor in- 
stead of to any sort of a fol-de-rol egotistic 
bureau of political appointees keeping the coun- 
try safe for the hand. that fed. Even in those 
days of insanitation bureaucratic red tape was 
dispensed with even as a necessary first umbilical 
aid. This claim of the Childsen’s Bureau re- 
minds us of the fly on the chariot wheel—“My, 
my, what a dust we are raising !” 

It begins to look at last as if others besides 
members of the medical profession were a little 
bit tired of hearing the fly shriek its capabilities 
for Maternity and Infancy Hygiene, 72d Con- 
gress, Ist Session, Senate Report 428, Part 2, 
March 14, 1932, it is stated, “In a recent hearing 
on the work of the Children’s Bureau, seven 
members of the Senate Committee on Commerce, 
including Senators Moses, Broussard, Stephens, 
Haves, Bailey, Coolidge and Bingham, united 
in a minority report to the effect that they were 
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not wholly convinced of the value of the child 
health activities of the bureau, and Senator Van- 
denberg added his own minority report opposing 
the extension or reviving of the so-called Shep- 
pard-Towner Maternity and Infancy Hygiene 
Act. These gentlemen put their signatures to 
the following statement: ‘It is significant that 
medical societies, including the American Med- 
ical Association, oppose this legislation. 

This significance is all the more marked 
because it is known that the doctors who belong 
to these societies give more than half of their 
time to the poor, without price and without con- 
sidering their time; they go to the hos- 
pitals in their large cities and in their communi- 
ties day after day, week after week and year after 
year, operating to save the lives of poor people 
without charging one single cent for their sery- 
ices.’ ” 

After all it is both interesting and true that 
family doctors did exist as reputed. We still 
have some of them. They still exist notwith- 
standing the extraordinary efforts of noncompre- 
hending philanthropists, sociologists, economists, 
and governmental bureaucrats to abolish this 
master service. The hubbub, the tumult, and the 
shouting about medical costs and the decadence 
of medical service can’t kill the family doctor 
and his faithful adherence to the tenets of the 
profession. Even if there were no federal 
bureaus, mothers wishing information about the 
health of their children would still have some 
place to turn, namely, the ethical medical pro- 
fession. 

As the Journal of the A. M. A. says with feel- 
ing, “The family doctor, according to tradition, 
used to usher babies into the world, not infre- 
quently having been in attendance at the births 
of their proud young parents some eighteen to 
twenty years before. Then he used to take care 
of them in all their ills, real or imaginary, major 
or minor. He often dashed out at night to re- 
assure frightened young mothers; he was always 
willing to answer all kinds of anxious questions; 
he reminded parents about vaccinations and then 
proceeded to vaccinate the children. He was 
quite a valuable institution in the community, 
if tradition is correct. Apparently tradition is 
all wrong, however, because Miss Lenroot says 
that the parent of twenty years ago would have 
had to feed gunpowder to her baby with a fine 
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experimental motive in order to ascertain whether 
or not it would cure the baby’s styes. She would 
have had no other place to turn!” 





WRESTING MEDICAL PRACTICE FROM 
THE HANDS OF PHYSICIANS ‘AND 
PUTTING IT INTO THE HANDS 
OF POLITICIANS 


“Et, tu; Brute!” 

With a slightly invert sense this is the cry 
that the medical profession should hurl at the 
very next “reform” practitioner(?) of medicine, 
who instead of rendering unto medicine the 


things that are medicines wants to grab off the 


honorariums—but not the responsibility for the 
public health—by wresting medical practice from 
the hands of physicians and putting it into the 
hands of the politicians. 

“Medical practice for meddling politicians” 
seems to be the motto under which modern life 
is ready to carry on. 

Of course the doctors can make the retort 
courteous by erying “Politics for physicians.” 

For those who decry such extreme measures 
the middle road is open to bring to the attention 
of their communities the knowledge that the very 
persons who are at the forefront with the idea 
of socializing medicine and making it the prop- 
erty of lay dictatorship, the apt comments of 
Henry Swift Ives to whom we have hitherto 
made reference in these columns and from whom 
in part we quote 

“A Chicago suburban village referred to as a 
millionaire colony maintains a municipal electric 
light plant when not one voter in a hundred in 
this village would for a moment favor the social- 
ization of his particular business. 

“In a prosperous middle western city one of 
the leading advocates of a municipality owned 
traction line is a prosperous insurance agent, but 
he bitterly opposes socialists in their effort to 
force the state into the insurance business. 

“A lumberman in the far west is fearful that 
his state will go into the business of manufactur- 
ing fruit boxes for farmers at cost, yet he advo- 
cates compulsory state workmen’s compensation 
insurance to the exclusion of private enterprise 
and competition. 

“A meat packer advocates government owner- 
ship of the railroads but fights it for his own 
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business. Numberless instances of similar in- 
consistencies could be given. 

“Tt is remarkable that in industries most 
threatened by government ownership, many of 
the leaders do not seem to care what becomes 
of the other fellow in the same boat, provided 
they themselves keep a few feet ahead of the 
socialist sheriff with his writ of ejectment. 

“The real issue in America today is not 
whether certain industries shall be socialized, but 
whether the institution of private property shali 
be maintained. 

“Tt is too much to expect people to take seri- 
ously protestations of one industry against gov- 
ernment ownership when we find the leaders of — 
that industry advocating government ownership 
of somebody else’s business.” 

There is no more reason why medicine should 
be socialized than there is for the socialization 
of every other industry. People are just as much 
entitled to free groceries, free clothes, free shoes, 
and every necessity of life as there is for free 
medical attendance. 

Socialism wiping out the rights of the indi- 
vidual will destroy the initiative and self-reliance 
which is the bulwark of our country. And medi- 
cine is not the field where socialism and ignor- 
ance should do their exhibition jousting. 





SOUNDS LIKE AN EDITORIAL FROM 
THE ILLINOIS MEDICAL JOURNAL 


The appended editorial was clipped from the 
Chicago Tribune and sent to us by Dr. Edward 
H. Ochsner. We think it is a splendid bit of 
both thought and writing and are human enough 
to want to show our bouquet to everybody as in 
the letter Dr. Ochsner wrote: 

Aug. 21, 1932. 
Dear Dr. Whalen: 

The enclosed clipping sounds as though it 
might have been written by Dr. Chas. J. Whalen 
as an editorial any time within the past fifteen 
vears. 


KE. H. O. 
THE EMBATTLED BUREAUCRATS 


A Madison, Wis., story says that if the federal 
bureaucratic services are to be sentenced to deati 
to save the taxpayers 660,000 federal employes 
will know the reason why. Mr. Johnson, the 
president of the Madison Federal Employes asso- 
ciation, is authority for it. If any one tries to 


Sincerely, 
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chase the federal barberry diggers, bug special- 
ists, bullfrog biographers, sheet testers, maternity 
nurses, pedagogues, patternmakers, etc., off the 
premises while there are any premises left the 
amalgamated order of the public pay roll will 
step in and get tough. 

The unconstitutional services of the federal 
government which have put a drag on every 
citizen in order to slow him down and go through 
his pockets have become, as might be expected, 
vested rights. Although illegitimate in their 
birth, they have been made the heirs of Uncle 
Sam and now they are entitled to support. 

It will make a nice fight, but it will not last 
long. The taxpayer cannot survive with the pay 
roller, but the pay roller will find that he cannot 
exist without the taxpayer. When the latter has 
turned up his toes the federal employes may see 
how far they can get taking in each other’s 
washing. 





CUBAN PHYSICIANS REVOLT, POST- 
PONE STRIKE SEVENTY-TWO HOURS 


A revolt of the helots has taken place in Cuba, 
and the medical world is wondering “what will 
the harvest be?” 

In the June 1932 issue of the ILLINoIs MED- 
ICAL JOURNAL readers were told of the actual 
peonage in which the practice of medicine was 
held in this West Indian Island—a so-called re- 
public. Under guise of “mutual aid societies” 
about two millions of the three millions of the 
population receive for the sum of $2 per month 
not only medical care but club, school and gym- 
nasium privileges. 

Formed originally to benefit the laborers, when 
the plantation owners and wealthy patrons of 
the societies began to arrogate for themselves 
this same sort of “Bargain care,” why the 3,000 
physicians on the island simply and _ solidly 
struck. Last reports are that arbitration is in 
process following a request by the president of 
Cuba that the doctors should postpone action 
on their strike for seventy-two hours. Though 
confronted by knowledge that thanks to the work- 
ings of the some twenty or more health societies, 
one of which has at least 60,000 members and 
through which during the fifty years that these 
heaith societies have been in existence, the pri- 
vate practice of medicine has fallen gradually 
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into desuetude and the medical profession itself 
begun to retrograde through this specious ex- 
ploitation of the medical profession,—the Cuban 
physicians agreed to postponement and arbitra- 
tion. 

The crux of the dispute wages around the re- 
fusal of the societies to drop from their member- 
ship lists all persons financially able to pay 
regular fees for medical attendance. 

Night and day for a mere pittance labor the 
physicians who are in the employ of the mutual 
aid societies. Constantly driven by excessive de- 
mands on their services they are unable to give 
to any patient the individual medical attention 
necessary to satisfactory and intelligent medical 
care. 

This strike of 1932 is not the first time that 
there has been rebellion on the part of the Cuban 
medical profession. A federation was formed to 
oppose these powerful trusts and to free the med- 
ical profession but without much result, save 
continual contention. Previously to 1927 when 
Dr. J. M. Penichet, professor of opthalmology of 
the University of Havana, called conditions to 
the attention of the House of Delegates of the 
American Medical Association, the profession 
had revolted twice. Since that time there has 
been constant conflict. The recent strike is the 
climax. 

Now these health insurance societies of Cuba 
with their lay direction, lay dictation and lay 
endowments are “sisters under the skin” (and 
upon it, too,) of similar socialistic propaganda 
springing up like parsley on all sides in the 
United States. A new group of helots is under 
pressure here in our own country, right in the 
shadow of the Liberty Bell and the Declaration 
of Independence. 

Lamentably enough Abraham Lincoln’ Eman- 
cipation Proclamation and the subsequent Civil 
War freed the African slaves but failed to throw 
up a bulwark of protection against the enslave- 
ment by exploitation of various classes of Ameri- 
can citizens, both educated and uneducated. 

The United States is rid of the stain of en- 
slaved blacks counted little better than live stock 
or field crops, but is glutted with other classes 
held as the merest chattels by their fellowmen. 
Ranks of child and sweat shop labor, the strug- 
gling “white collar” class, the driven groups of 
unskilled labor are being enlarged by the last 
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group in all the world that should wear such 
chains—the dispensers of the healing arts. 
Europe as well as Cuba and others of the semi- 


tropical countries by so-called “state medicine” | 


and “mutual aid societies” have laden the prac- 
tice and profession of medicine with such chains 
and fetters that almost the height of slavery has 
been achieved. 

Physicians never have had a more dire reason 
to follow the dictum “Physician, heal thyself” 
than in this matter of neglect of the sale of the 
profession into bondage. 

For over twenty years the editor of the ILLI- 
nois MEpIcAL JOURNAL has been preaching the 
urgency of an emancipation proclamation “for 
the profession by the profession, and of the pro- 
fession,” from this industrial peonage inflicted 
upon it by socialistic agencies and socialistic 
propagandists. 

The strike of the doctors of our neighbor and 
sister Republic is not a trivality but a vitality. 
Here is a “mene, mene, tekel upharsin” for the 
blindest of us to heed. Our revolt against slav- 
ery of the profession should begin immediately. 
Organization and combat, from the consulting 
room to the ballot box should forever lift from 
the medical profession of the United States the 
danger of an enforced helotry. “An ounce of 
prevention is worth a pound of cure.” 


THE PRESENT TREND OF HOSPITALS 
IS TOWARDS STATE MEDICINE 


Doctor C. S. Skaggs in the April Bulletin 
of the St. Clair County Medical Society sur- 
veys the factors that confront the medical pro- 
fession, both scientifically and economically. 
Relative to the standardization of hospitals we 
quote : k 

“Where can we start? Where we are. State 
medicine is the thing we fear most and there is 
ample reason for us to fear it most, as it is the 
thing that the majority is helping most to hap- 
pen both actively and inactively. 

“A few days back a member of a hospital 
staff told me that he attended an executive com- 
mittee meeting and he could see state medicine 
in everything they did. 

“Hospitals are absolutely dependent upon the 
Majority of the medical profession at the pres- 
ent time for their existence. If we are not care- 
ful, in a few years a minority of the profession 


EDITORIALS 203 


will be absolutely dependent upon the hospitals 
for their existence and the majority will have 
but little to depend upon. The majority can 
prevent this now, but it will be helpless tomor- 
row. What are we going to make use of, good 
or bad? 

“T am convinced that the present progress 
of hospitals is toward State medicine. Not of 
the hospitals’ making, but due to the political 
control under the guise of standardization. 

“Tt is only natural that the personnel of the 
hospitals should fall in line without once sus- 
pecting the end results. Aside from the large 
teaching hospitals they are all loyal to organ- 
ized medicine, and friendly to the local physi- 
cians, ever ready to help in any way they can. 

“Our local hospitals, however, are not repre- 
sented in any way on the standardizing boards 
and are unaware of the far-reaching results of 
many things they do and consent to do. They 
are only trying to maintain a standard that will 
keep them a class ‘A’ standard. From whence 
these standards originate they know not. 

“There will be a change, but is that change 
going to be for the best? It can be for the best 
if we, as physicians, make ourselves known in 
our medical societies. 

“Tf we fail in this we may not be known in 
a few years to come.” 





A NEW PICTURE OF HEALTH AND 
SOCIAL ASPECTS OF THK PRES- 
ENT METROPOLITAN FAMILY 
Miss Day Monroe, professor of Home Eco- 
nomics, New York State College of Home Eco- 
nomics, in her book (just off the University of 

Chicago Press) says: 

“Fully three-fourths of Chicago children come 
from homes where the income is inadequate te 
provide educational opportunities and is often 
below the ‘comfort level.’ 

“Only 70 per cent. of Chicago’s families live 
alone. Approximately 10 per cent. take in 
lodgers and 20 per cent. have relatives living 
with them. 

“Slightly fewer than one-seventh or 14 per 
cent. of Chicago families are ‘broken,’ and of 
the total, more than four-fifths or 82 per cent. 
were broken by death, 12 per cent. by separa- 
tion or desertion, and only 6 per cent. by 
divorce.” 

Using the Chicago census data as the basis 
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for her book, which analyzes the metropolitan 
family, Miss Monroe presents a different picture 
from that long believed to be representative of 
the average family. 

For instance, Miss Monroe points out that 
the average metropolitan family is not as large 
as budget experts plan for, nor are childless 
families as frequent as believed; the metropol- 
itan family is not broken by divorce as often 
as popularly supposed; the husband is still the 
sole support of the family in the majority of 
unbroken homes, and, notwithstanding the much 
publicized rebellion of youth against the restric- 
tions of home, approximately 85 per cent. of 
boys and girls between the ages of 16 and 21 
are living with one or both parents, and approxi- 
mately half of the unmarried men and women 
more than 21 are living with their parents. 


“NORMAL” HARD TO FIND 


Miss Monroe found, by taking a random 
sampling of one out of every 30 white families 
in Chicago, that: one woman out of every five 
in Chicago families is a breadwinner as well 
as home-maker; that of the married women liv- 
ing with their husbands, 17 per cent. earn money 
by their own efforts; of those with broken mar- 
ital ties, 40 per cent., and among widows, 
divorcees and deserted ‘wives, 72 per cent., are 
self-supporting. 

“The family of four, now popularly supposed 
by many to represent the American norm,” says 
Miss Monroe, “failed to live up to expectations, 
since only 20 per cent. of the families were of 
that size. 

“No given-size family was found sufficiently 
often to be spoken of as the normal American 
type, but the average size of all Chicago fam- 
ilies, broken and unbroken, was 3.7 members. 
In using this figure, it must be remembered that 
it represents the young and the old, the begin- 
ning and the ends of families, as well as those 
at their prime. 


FEW “ONLY” CHILDREN 


“The much discussed family of five, often 
used as a basis for budgeting and by labor organ- 
izations as a basis for their demands for wage 
increases, was found in only one home out of 
e.ght. Twenty-one per cent. of the families in- 
vestigated were childless.” 

Fewer than 7? per cent. of the boys and girls 
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of Chicago are growing up as “only” children, 
according to Miss Monroe’s book. 





JOHN B. DEAVER PERPETUAL ME- 
MORIAL FUND 


The Aid Association of the Philadelphia 
County Medical Society is establishing a special 
perpetual fund in honor of Dr. John B. Deaver, 
only the income of which will be used to afford 
aid to needy physicians and their families. 

All friends of Dr. Deaver are invited to par- 
ticipate. Any amount given will help in creat- 
ing a fund which will be a fitting Perpetual 
Memorial. 

All money received will be placed in the Dr. 
John B. Deaver Perpetual Memorial Fund. 
Checks should be drawn to the order of the Aid 
Association of the Philadelphia County Medical 
Society and sent to Dr. Francis Heed Adler, 
Secretary, 313 S. 17th St., Philadelphia, Pa. 





MEDICAL ADVERTISING SOLICITOR 
WANTED 


The ILLInois MEDICAL JOURNAL desires in 
Chicago and in each of the principal cities in 
the United States solicitors, preferably persons 
with medical advertising experience. No guar- 
anteed salary. Compensation solely on com- 
mission basis. 

Illinois Medical Journal, 
185 N. Wabash Avenue, Chicago, Illinois. 





SOCIAL INSURANCE UNDERMINES NA- 
TIONAL CHARACTER* 


Parasitism is today the corroding canker of 
modern civilization, and anything which favors 
its growth and dissemination should be unequivo- 
cally condemned and most vigorously opposed. 

The proponents of Compulsory Health Insur- 
ance or National Insurance, as it is called 
in England, reiterate again and again that 
these and the dole are totally different. 
In name and administration, yes; in effect, 
no. They both encourage people to want 
something for nothing or much for little, which 
in effect makes parasites out of them. Almost 
endless illustrations supporting the statement 
that Compulsory Health Insurance and the dole 
are alike in effect should be produced, but one 





*Eighth installment of Dr. Edward H. Ochsner’s articles 
on Medical Economics. 
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will have to suffice. Liek, in his book, recounts 
the following experience he had while a Krank- 
enkasse physician in Germany. <A middle-aged 
man came to him for an examination with the 
view of securing sick benefit. Liek examined 
the patient carefully; could find nothing the 
matter with him; in fact, found him an unusu- 
ally well-developed and robust individual. He told 
the man the fact and elicited the following story. 
The man told Dr. Liek that he was the only man 
in his village that did not get some kind of a 
government stipend, sick benefit or dole or pen- 
sion and that everybody was ridiculing him be- 
cause of this. 

No one who is at all familiar with Bernard 
W. Shaw’s writings will ever accuse him of being 
in favor of the present economic system in Eng- 
land. He has the following to say about the 
dole: “The Labor Party has just twisted con- 
ditions all around. They taxed people who live 
on unearned income, and create their own lei- 
sured class—people who live on the dole. The 
dole is not much, but if you have four or five 
in one family living on dole, you have a hostel 
of leisured people living very well. That must 
cease.” 

The whole Social Insurance scheme is based 
on the ethically indefensible theory that indi- 
viduals are entitled to things that they have not 
earned and on the politically unsound doctrine 
that society owes every citizen a comfortable 
living whether or not he repays society by doing 
his fair share of the world’s work. Under Com- 
pulsory Health Insurance the individual who 
works only half-time is entitled to just as much 
free medical service and is likely to get much 
more in sickness benefits than he who works 
full time. Not only this; it actually encourages 
immorality and riotous living as the following 
personal experience well illustrates: As a young 
man I worked two seasons in a lumber camp. 
The camp in which I lived comprised between 
thirty-two and forty men. Of this number only 
one did not use intoxicating liquor; only two 
did not use tobacco; and half of the men spent 
their hard-earned wages either at the saloons in 
the nearby town or went regularly to the Island 
or did both. Those who are familiar with the 
Islands of the upper Mississippi River need no 
explanation as to why they went there. I won- 
der how Health Insurance, insuring these men 
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for loss of time and providing free medical care 
for them, would have prevented their doing the 
very things which were the cause of much of 
their sickness. For my part, I believe that a 
larger per cent. of them would have gone to the 
Island if they had felt that they would be pro- 
tected against loss of time and that they would 
receive free medical care if they became sick. 
Health Insurance would actually have increased 
not only sickness but immorality as well in this 
camp. i 

A recent survey of five thousand students at 
the University of Minnesota found only ten, or 
two per thousand, with positive Wassermanns. 
Careful surveys in various parts of the country 
indicate that about three per cent. or thirty per 
thousand of the general population of the United 
States is syphilitic. A Wassermann examination 
of three thousand prisoners in the Southern IIli- 
nois Penitentiary revealed the fact that three in 
ten or three hundred per thousand were syph- 
ilitic. This same ratio undoubtedly pertains to 
the class most criminals come from and raises 
the average in the general population. 

It is a well-known fact that alcoholics and those 
suffering from venereal diseases are much more 
liable to loss of time from sickness than are 
those not so affected. What right has any just 
government to take of the earnings of the two 
first groups without their consent and give them 
to the third group? A just and humane gov- 
ernment protects the weak from oppression and 
exploitation by the strong and unscrupulous; but 
a just and wise government does not penalize 
the strong, industrious, clean-living and thrifty 
and favor the weak, lazy, shiftless and immoral. 
Giving the weak, lazy and shiftless undue ad- 
vantage over the strong, industrious and thrifty 
actually penalizes and handicaps the latter, in- 
terferes with the law “of the survival of the fit- 
test,” and must eventually lead to race degen- 
eracy. If the white race persists in this course 
long enough, the “yellow peril,” so often glibly 
and jokingly mentioned, may become a real men- 
ace to western civilization. 

All independent writers on the subject state, 
aud even the proponents of Compulsory Health 
Insurance have to admit, that it has tremen- 
dously increased occupational neuroses and that 
is just what was to be expected and was ex- 
pected by those who know human nature and 
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can see just a little further than the ends of 
their noses. 

The following quotation from a paper by Wil- 
liam H. Hicks is pertinent: “In accident cases, 
where the question of compensation is involved, 
conditioned reflexes are sometimes created by the 
patients’ environment that not only retard re- 
covery but instigate additional symptoms or may 
lay the foundation for successful malingering.” 

One of the worst features of Compulsory 
Health Insurance is that if continued long 
enough it will crush out of character the three 
capital I’s—Independence, Industry and Integ- 
rity. Such schemes are, as Guglielmo Ferrero, 
the eminent Italian historian rightly says, “arti- 
ficial,” and “While they tide over trifling evils 
of the moment, they lay up for the future trou- 
bles and difficulties and dangers of infinitely 
greater gravity.” 

(To be continued) 





PHYSICAL EXAMINATION RECORD 
BLANKS ARE AVAILABLE 


Physicians may secure copies of the Periodic 
Physical Examination Records, which were pre- 
pared by the Illinois State Medical Society, from 
the office of the Educational Committee, 185 
North Wabash Avenue, Chicago. 





WE ARE TRYING TO LOCATE ROSE 
GOODMAN, A REGISTERED NURSE 


The United Research Company, the general 
offices, 125 W. Madison street, Chicago, tele- 
phone State 0782, is endeavoring to locate Rose 
Goodman, a registered nurse, who during the 
years 1900 to 1910 was employed at the Michael 
Reese Hospital, Chicago. Miss Goodman was 
born at Richmond, Virginia, the daughter of 
Adolph Goodman. The Research Company is 
endeavoring to find her at this time to advise 
of an inheritance in need of her care and atten- 
tion. Any one knowing of the whereabouts of 
Miss Goodman kindly communicate with the 
United Research Company. 





ANNUAL MEETING OF THE AMERICAN 
ACADEMY OF OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 
The Thirty-seventh Annual Meeting of the Ameri- 
can Academy of Ophthalmology and Otolaryngology 
will be held in Montreal, Canada, September 19th to 

23rd, 1932. 
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Headquarters will be the Mount Royal Hotel. 

Dr. S. Hanford McKee of Montreal is the President 
and Dr. Burt R. Shurly of Detroit, Michigan, the Presi- 
dent-elect, and Dr. William P. Wherry of Omaha, Ne- 
braska, the Executive Secretary and Treasurer. 

Saturday, September 17th, the Board of Otolaryn- 
gology will conduct examinations and on Monday, Sep- 
tember 19th, examinations will be conducted by the 
American Board of Ophthalmic Examiners. 

The Annual Golf Tournament will be held on the 
same day at the Mount Royal Golf Club. 

At 9:00 o’clock Tuesday morning, the Scientific Ses- 
sion will open with a Symposium on “The Progress of 
General Medicine in Relation to Diseases of the Eye, 
Ear, Nose and Throat.” Section meetings will be held 
in the afternoon on September 20th, 21st, 22nd and 23rd. 

The instructional program will consist of 158 confer- 
ences under the guidance of 65 instructors. These dem- 
onstrations will be held Wednesday, Thursday and Fri- 
day mornings. A wide range of subjects will be pre- 
sented by competent teachers. There will be four spe- 
cial courses: “Histopathology of the Eye,” “Histo- 
pathology of the Nose, Throat and Ear,” “Lesions of 
the Fundus” and “Clinical Pathology of Otitic Lesions.” 
The instructional program offers the members of the 
Society unusual opportunities in post-graduate work. 

Special research demonstrations will be made by the 
Research Fellow for Ophthalmology, Dr. Daniel V. 
Kirby and the Research Fellow for Otolaryngology, Dr. 
William J. McNally. 

At the Teachers’ Section Dinner a report will be 
made on the present methods of undergraduate teaching 
of Ophthalmology and Otolaryngology. 

The visiting ladies will be entertained by golf, tennis, 
a trip about the harbor and in many other attractive 
ways. 





INTERNATIONAL ASSEMBLY OF THE INTER- 
STATE POST GRADUATE MEDICAL 
ASSOCIATION OF NORTH 
AMERICA 


INDIANAPOLIS, INDIANA 
OCTOBER 24, 25, 26, 27, 28, 1932 
Monday, October 24, 8:00 A. M. 


Diagnostic Clinic (Surgical): Dr. Edward W. 
Archibald, Professor of Surgery and Director of the 
Department, McGill University Faculty of Medicine, 
Montreal, Canada. 

Diagnostic Clinic (Surgical): Dr. John M. T. Fin- 
ney, Professor of Surgery, Johns Hopkins University 
School of Medicine, Cleveland, Ohio. 

Diagnostic Clinic (Surgical): Dr. E.. Starr Judd, 
Professor of Surgery, University of Minnesota Gradu- 
ate School of Medicine, Mayo Clinic, Rochester, Minn. 

Intermission for Review of Exhibits 

Diagnostic Clinic (Medical): Dr. O. H. Perry Pep- 
per, Professor of Clinical Medicine, University of 
Pennsylvania School of Medicine, Philadelphia, Pa. 

Diagnostic Clinic (Surgical): Dr. John M. T. Fin- 
ney, Professor of Surgery, Johns Hopkins University 
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School of Medicine, Baltimore, Md. 

Diagnostic Clinic (Surgical): Dr. Donald C. Bal- 
four, Professor of Surgery, University of Minnesota 
Graduate School of Medicine, Mayo Clinic, Rochester, 
Minn. 

Noon Intermission 
1:00 P. M. 

Diagnostic Clinic (Medical): Dr. Elsworth S. 
Smith, Professor Emeritus of Clinical Medicine, Wash- 
ington University School of Medicine, St. Louis, Mo. 


GALL-BLADDER AND LIVER 


Address: “Surgical Lesions of the Common and 
Hepatic Ducts.” Dr, Howard M. Clute, Lahey Clinic, 
Boston, Mass. 

Address: “Factors Affecting the Prognosis of Dis- 
eases of the Gall-Bladder.” Dr. E. Starr Judd, 
Rochester, Minn, 

Address: “Modern Concepts in the Management of 
Cardiovascular Diseases.” Dr. R. W. Scott, Cleve- 
land, Ohio. 


Intermission for Review of Exhibits 


Address: “The Surgical Treatment of Pulmonary 
Tuberculosis.’ Dr. Edward W. Archibald, Montreal, 
Canada. 

Address : 
Attributed to Filterable Viruses.” 
Pepper, Philadelphia, Pa. 

Address: “Prognosis and Treatment of Ambulatory 
Cases Presenting the Anginoid Syndrome.” Dr. Els- 
worth S. Smith, St. Louis, Mo. 

Dinner Intermission 
7:00 P. M. 

Address: “Surgical Treatment of Ulcer.” Dr. Don- 
ald C. Balfour, Rochester, Minn. 

Address: “Diagnosis and Surgical Treatment of 
Cancer of the Stomach.” Dr. John M. T. Finney, 
Baltimore, Md. 


“Comments on the Group of Diseases 
Dr. O. H. Perry 


Oto-LARYNGOLOGY 


Address: “Medical Treatment of the Diseases of 
the Ear, Nose and Throat.” Dr. Perry G. Goldsmith, 
Professor of Oto-Laryngology, University of Toronto 
Faculty of Medicine, Toronto, Canada. 

Address: “Cancer.of the Larynx.” Dr. Fielding O. 
Lewis, Professor of Laryngology, Jefferson Medical 
College, Philadelphia, Pa. 

Tuesday, October 25, 8:00 A. M. 

Diagnostic Clinic (Surgical) : Dr. George P. Muller, 
Professor of Clinical Surgery, University of Pennsyl- 
vania School of Medicine, Philadelphia, Pa. 

Diagnostic Clinic (Medical): Dr. David P. Barr, 
Professor of Medicine, Washington University School 
ot Medicine, St. Louis, Mo. 

Diagnostic Clinic (Gynecological): Dr. John R. 
Fraser, Professor of Obstetrics and Gynecology, Mc- 
Gill University Faculty of Medicine, Montreal, Canada. 

Intermission 

Diagnostic Clinic (Surgical): Dr. Frank H. Lahey, 

Lahey Clinic, Boston, Mass. 
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Diagnostic Clinic (Medical): Dr. Lewellys F. 
Barker, Professor Emeritus of Medicine ,Johns Hop- 
kins University School of Medicine, Baltimore, Md. 

Diagnostic Clinic (Surgical): Dr. Eugene H. Pool, 
Clinical Professor of Surgery, Columbia University 
College of Physicians and Surgeons, New York, N. Y. 


Noon Intermission 
1:00 P. M. 
Diagnostic Clinic (Medical): Dr. Warfield T. Long- 
cope, Professor of Medicine, Johns Hopkins University 
School of Medicine, Baltimore, Md. 


THE ABDOMEN 


Address: “The Importance of Rotentgenological 
Studies of the Right Upper Abdominal Quadrant.” 
Dr. James M. Martin, Professor of Radiology, Baylor 
University School of Medicine, Dallas, Texas. 

Address: “The Acute Abdomen.” Dr. George P. 
Muller, Philadelphia, Pa. 

Address: “Surgery of the Spleen.” Dr. Eugene H. 
Pool, New York, N. Y. 


Intermission 
THE THyRoID GLAND 


Address: “The Effects of Diseases of the Thyroid 
Gland on the Heart.” Dr, David P. Barr, St. Louis, 
Mo. 

Address: “The Treatment of Hyperthyroidism.” Dr. 
Frank H. Lahey, Lahey Clinic, Boston, Mass. 

Address: “Parathyroidism.” Dr. Max Ballin, Head 
of the Surgical Department, Harper Hospital, Detroit, 
Michigan. 

Dinner Intermission 
7:00 P. M. 

Address: “Significance of Chronic Pelvic and Ab- 
dominal Pain in Women.” Dr. John R. Fraser, Mon- 
treal, Canada. 

Address: “The Senile Patient.” 
Barker, Baltimore, Md. 

Address: “Diseases of the Skin Due to Animal 
Parasites.” Dr. Frank C. Knowels, Professor of Der- 
matology, Jefferson Medical College, Philadelphia, Pa. 

Address: “Different Types of Hernia and Their 
Treatment.” Dr. Arthur Dean Bevan, Chicago, Illinois. 

Motion Picture: “Cardiac, Vasomotor and Respira- 
tory Phenomena with an analysis of the Signs and 
Symptoms of Experimentally raised Intercranial Pres- 
sure.” 

A talking motion picture prepared by Professor 
Anton J. Carlson and Professor Arno B. Luckhardt, 
Department of Physiology, University of Chicago, 
under a special grant from Petrolagar Laboratories. 


Wednesday, October 26, 8:00 A. M.- 


Diagnostic Clinic (Medical): Dr. Cyrus C. Sturgis, 
Professor of Internal Medicine, University of Michigan 
Medical School, Ann Arbor, Michigan. 

Diagnostic Clinic (Surgical): Dr. Irvin Abell, Clin- 
ical Professor of Surgery, University of Louisville 
School of Medicine, Louisville, Ky. 

Diagnostic Clinic (Pediatric): Dr. Alan G. Brown, 


Dr. Lewellys F. 
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Professor, Diseases of Children, University of Toronto 
Faculty of Medicine, and Physician-in-Chief, Hospital 
ior Sick Children, Toronto, Canada. 


Intermission 


Diagnostic Clinic (Surgical): Dr. Arthur Dean 
Bevan, Chairman of the Department of Surgery, Rush 
Medical College of the University of Chicago, Chi- 
cago, Ill. 

Diagnostic Clinic (Pediatric): Dr. William McKim 
Marriott, Professor of Pediatrics and Dean, Washing- 
ton University School of Medicine, St. Louis, Mo. 

Diagnostic Clinic (Surgical): Dr. John F. Erd- 
mann, Professor of Surgery, Columbia University, and 
Director of Surgery, Post Graduate Hospital of Colum- 
bia University, New York, N. Y. 


Noon Intermission 
1:00 P. M. 


Diagnostic Clinic (Pediatric): Dr. Harold B. Cush- 
ing, Clinical Professor of Pediatrics, McGill University 
Faculty of Medicine, Montreal, Canada. 

Diagnostic Clinic (Surgical): Dr. Dean D. Lewis, 
Professor of Surgery, Johns Hopkins University School 
of Medicine, Baltimore, Md. 

Moving Picture Demonstration: “Ureterosigmoidal 
Transplantation” and presentation of cases by lantern 
slides. Dr. Waltman Walters, Associate Professor of 
Surgery, University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minn. 

Address: “Pernicious Anemia.” Dr. Cyrus C. Sturgis, 
Ann Arbor, Michigan. 


Intermission 
INTESTINES 


Address: “Non-Specific Granuloma of the Gastro- 
Intestinal Tract.” Dr. John F. Erdmann, New York, 
N. Y. 

Address: “The Diagnosis and Treatment of Diverti- 
culitis and Diverticulosis of the Colon.” Dr. Irvin 
Abell, Louisville, Ky. 

Address: “Constipation.” Dr. Warfield T. Long- 
cope, Baltimore, Md. 


Dinner Intermission 
7:00 P. M. 


“The Present Status of Surgery of the 
Dr. Dean D. Lewis, Balitmore, 


Address : 
Vascular System.” 
Md. 

PEDIATRICS 


Address: “Poliomyelitis.” Dr. William McKim Mar- 
riott, St. Louis, Mo. 

Address: “Common Errors in the Diagnosis and 
Treatment of Children’s Diseases.” Dr. Alan G. Brown, 
Toronto, Canada, 

Address: “The Diagnosis of Some of the Contagious 
Diseases in Children.” Dr, Harold B. Cushing, Mon- 


treal, Canada. 


Thursday, October 27, 8:00 A. M. 


Diagnostic Clinic (Surgical): Dr. John J. Moor- 
head, Professor of Surgery, New York Post-Graduate 
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Medical School, Columbia University, New York, N. Y. 
Diagnostic Clinic (Urological): Dr. William E, 


Lower, Cleveland Clinic, Cleveland, Ohio. 

Diagnostic Clinic (Medical): Dr. Charles A. Elliott, 
Professor of Medicine, Northwestern University School 
of Medicine, Chicago, III. 


Intermission 


Diagnostic Clinic (Urological): Dr. Hugh H. 
Young, Clinical Professor of Urology, Johns Hopkins 
University School of Medicine, Baltimore, Md. 

Diagnostic Clinic (Surgical): Dr. William Darrach, 
Dean Emeritus and Professor of Clinical Surgery, 
Columbia University College of Physicians and Sur- 
geons, New York, N. Y. 

Diagnostic Clinic (Medical) : Dr. Campbell P. How- 
ard, Professor of Medicine, McGill University Faculty 
oi Medicine, Montreal, Canada. 


Noon Intermission 
1:00 P. M. 


Diagnostic Clinic (Urological): Dr. Hugh Cabot, 
Mayo Clinic, Rochester, Minn. 

Address: “The Leukemias—Their Significance and 
Their Treatment.” Dr. Charles A. Elliott, Chicago, III. 

Address: “The Teaching of Ophthalmology in This 
Country.” Dr. Walter R. Parker, Emeritus Professor 
of Ophthalmology, University of Michigan Medical 
School, Ann Arbor, Mich. 


Intermission 
Tue GeENITO-URINARY SYSTEM 


Address: “A More Hopeful Outlook for the Pro- 
static.” Dr. William E. Lower, Cleveland, Ohio. 

Address: “The Management of the Senile Prostate.” 
Dr. Joseph IF. McCarthy, Director and Professor, De- 
partment of Urology, New York Post-Graduate Med- 
ical School, Columbia University, New York, N. Y. 

Address: “Recent Progress in Renal Surgery.” Dr. 
Hugh H. Young, Baltimore, Md. 

Address: “The Problem of Drainage in Preparation 
for Operations for Prostatic Obstruction.” Dr. Hugh 
Cabot, Mayo Clinic, Rochester, Minn. 


Dinner Intermission 
7:00 P. M. 


Bones AND JOINTS 


Address: “Critical Review of the Treatment of Frac- 
tures.” Dr. William Darrach, New York, N. Y. 

Address: “Chronic Arthritis.” Dr, Edwin W. 
Ryerson, Professor of Orthopedic Surgery, Northwest- 
ern University Medical School, Chicago, Ill. 

Address: “The Treatment of Automobile Injuries.” 
Dr. John J. Moorhead, New York, N, Y. 

Address: “The Etiology and Treatment of Neph- 
ritis.” Dr. Campbell P. Howard, Montreal, Canada. 


Friday, October 28, 8:00 A. M. 


Diagnostic Clinic (Medical): Dr. Emanuel Libman, 
Professor of Clinical Medicine, Columbia University 
College of Physicians and Surgeons, New York, N. Y. 
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Diagnostic Clinic (Surgical): Dr. George W. Crile, 
Cleveland Clinic, Cleveland, Ohio. 

Diagnostic Clinic (Medical): Dr. Henry A. Chris- 
tian, Hersey Professor of the Theory and Practice of 
Physic, Harvard Medical School, and Physician-in- 
Chief, Peter Bent Brigham Hospital, Boston, Mass. 


Intermission 


Diagnostic Clinic (Medical): Dr. Elliott P. Joslin, 
Clinical Professor of Medicine, Harvard Medical 
School, Boston, Mass. 

Diagnostic Clinic (Surgical): Dr. Charles H. 
Frazier, John Rhea Barton Professor of Surgery, 
University of Pennsylvania School of Medicine, Phila- 
delphia, Pa. 

Diagnostic Clinic (Medical): Dr. Harlow Brooks, 
Emeritus Professor of Clinical Medicine, New York 
University and Bellevue Hospital Medical College, New 
York, N. Y. 

Noon Intermission 


1:00 P. M. 


Diagnostic Clinic (Surgical): Dr. William D. Hag- 
gard, Professor of Clinical Surgery, Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn. 

Introduction of Dr. William J. Mayo, President- 
Elect, by Dr. Arthur Dean Bevan, President of the 
Association, 

Address: “The Differential Diagnosis of Brain 
Tumor.” Dr. Charles H. Frazier, Philadelphia, Pa. 

Address: “The Present Status of the Diabetic Child.” 
Dr. Elliott P. Joslin, Boston, Mass. 

Address: “Operations on the Adrenal Glands.” Case 
Reports Illustrating Specific Clinical Effects: Peptic 
Ulcer, Neurocirculatory Asthenis, Hyperthyroidism.” 
Dr. George W. Crile, Cleveland Clinic, Cleveland, Ohio. 


Intermission 


Address: “Essential Hypertension—Its Implications 
and Treatment.” Dr. Harlow Brooks, New York, 
N. Y. 

Address: “Immediate and Ultimate Prognosis in 
Cardiac Disease.” Dr. Emanuel Libman, New York, 
N. Y. 

Address: “Pharmacological Action of Digitalis.” 
Dr. Henry A. Christian, Boston, Mass. 


BANQUET 


Friday Evening, October 28, Claypool Hotel 
Addresses by Distinguished Citizens of the World. 





HANDICAPPED 


The lawyer tried to confuse the doctor who was 
testifying as an expert. 

“I tell you I don’t care what you think; I only want 
to hear you talk about what you know.” And he 
pounded his desk. 

“Then I might as well get off the stand,” the doctor 
said. “I personally cannot talk without thinking. I 
am not a lawyer.”—Colorado Medicine. 
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Correspondence 


WOMEN’S CLUBS SEEK CONSULTATION 
AND GUIDANCE IN HEALTH 
PROJECTS 


533 Diversey Parkway, Chicago, 
August 19, 1932. 
Miss Jean McArthur, Secretary, 
Kducational Committee, 
Illinois State Medical Socety, 
185 North Wabash Avenue, 
Chicago, Illinois. 
My dear Miss McArthur: 

As State Chairman of Public Health, Child 
Hygiene, and Mental Hygiene of the Illinois 
Federation of Women’s Clubs, I should like to 
place before you my proposed working program. 

As you may know, I have a District Chair- 
man in each of the Congressional districts of 
the State. It is my plan to have each District 
Chairman, or her representative, seek a confer- 
ence with a designated member of each County 
Medical Society. 

I should like to be able to give each of my 
chairmen the name of a pivotal representative 
of the Medical Society in each county, to whom 
she may go for consultation and guidance in 
health projects best suited to the needs of the 
community. In such projects I earnestly hope 
for medical leadership. 

I am asking each Chairman to ascertain for 
me what, in her opinion, seems to be the health 
need of the various counties in her district. In 
the meantime you might wish to secure similar 
information from the County Medical groups, 
and these data can then be correlated. 

I feel that the physicians will benefit by thus 
inaugurating the health work in their commun- 
ities, and the club women will profit by the 
expert counsel they will receive. 

Hoping that we will have this work well 
under way in the early fall, I am 

Very cordially yours, 
(Signed) Lena K. Sapier, 

State Chairman of Public Health, Child Hy- 

giene, and Mental Hygiene. 





Driver of car (unfamiliar with the road)—I take the 


next turn, don’t I? 
Muffled male voice from the back seat—Like hell 


you do!—Dartmouth Jack-o-Lantern, 
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THE TOXEMIAS OF PREGNANCY AND 
THEIR END RESULTS FROM 
THE VIEWPOINT OF IN- 
TERNAL MEDICINE* 


W. W. Herrick, M. D. 
NEW YORK CITY 


When one is asked to give a precise definition 
of the unfortunate and probably misleading term 
“Toxemia of Pregnancy,” he finds himself in 
difficulty. This difficulty is lack of knowledge 
-—a lack which makes it necessary to replace 
definition with description. The term is applied 
to a variety of disturbances which may attend 
pregnancy. Any pregnant woman showing high 
blood pressure, albuminuria, edema, convulsions, 
pernicious vomiting, certain types of non-ob- 
structive jaundice, severe anemia, or even a dis- 
turbed mental state is said to be “toxic” or to 
have a “toxemia of pregnancy.” These serious 
conditions may occur singly or in any combina- 
tion. To unravel such a tangle of symptoms, 
to separate one type of disturbance from another, 
to place these upon any etiologic, pathologic or 
clinical basis that is practical or helpful at the 
bedside is not simple. One who is dogmatic in 
this matter is either very courageous or very 
inexperienced. Study reveals the fact that some 
of the disturbances occur early in pregnancy 
and some late. An obvious separation of the 
early toxemias and the late toxemias may there- 
fere be made. 

The Early Toxemias. These are character- 
ized chiefly by pernicious vomiting and its con- 
sequences. The cause of pernicious vomiting 
of pregnancy we do not know. Reflex and toxic 
factors are apparent. Its result is starvation 
and dehydration as shown by loss in weight, 
desiccation, low blood pressure, rapid pulse, ex- 
haustion, often by icterus, perhaps coma and 
death. The characteristic pathological changes 
can be reproduced by starvation. These are 
predominantly a fatty metamorphosis of the 
liver which may progress to the point of a 
necrosis or to an actual acute yellow atrophy. 
Similar, though less marked, degenerative 





*From the Departments of Practice of Medicine and of 
Obstetrics & Gynecology, College of Physicians & Surgeons, 
Columbia University and the Sloane Hospital, New York. 

Read before Joint Session, Illinois State Medical Society, 
Springfield, May 17, 19382. 
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changes may be found in the kidney and heart 
muscle, In a single case of hyperemesis gravi- 
darum, Bell’ found, in addition to enlarged and 
anemic glomeruli, a definite narrowing of the 
glomerular capillaries produced by a marked 
thickening of the capillary basement membrane. 
These changes are found also in the kidney of 
eclampsia and pre-eclampsia. A relationship of 
these types of disturbance is suggested but by 
no means proved by this single observation. A 
point against such a relationship is that serious 
vomiting is usually seen in the fragile, relatively 
infantile type of woman—a type differing not- 
ably from that characteristically affected with 
the late toxemias. The condition often rights 
itself spontaneously when a certain stage of 
pregnancy is reached and is practically always 
rclieved by emptying the uterus. 

While the immediate effects of pernicious 
vomiting of pregnancy are grave, and death from 
exhaustion or from liver atrophy is not infre- 
quent, the end results of this early disturbance 
of pregnancy are not serious. Cases that re- 
cover, recover completely and rapidly without 
sequelae. So far as is known, the liver regen- 
erates with great rapidity and there is no in- 
creased liability to cirrhosis or other chronic 
degenerative condition of this organ and, with 
the single exception cited, none to chronic renal 
disease. From the viewpoint of after effects, 
this condition in the present state of our knowl- 
edge may therefore be disregarded. 

The Late Toxemias. The so-called toxic dis- 
turbances which mark the latter half of preg- 
nancy, especially the last trimester, are of greater 
complexity and perhaps of greater medical in- 
terest. The dominant symptoms are in the car- 
diovascular field, the kidney, the liver, nervous 
system, perhaps the blood-forming and _blood- 
destroying organs. Hypertension, edema, al- 
buminuria, oliguria or anuria, bilirubinemia, 
icterus, convulsions, anemia, epigastric pain and 
tenderness; these may be seen in any combina- 
tion or singly. Classification of these is largely 
a matter of opinion and debate. 

Before entering upon such a field of contro- 
yersy, it is well to state the main object of this 
contribution. This is an attempt to co-relate 
these typical disturbances of late pregnancy and 
especially their after effects with other medical 
conditions observed apart from pregnancy. The 
suggestion will be made that these late toxemias 
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may not be a thing apart but may be manifes- 
tations of well recognized clinical states modified 
somewhat by the presence of the fetus. Such 
proof as is available from the pathologist and 
from the clinic will be brought to bear upon this 
problem. 

NEPHRITIS IN PREGNANCY. THE NEPHRITIC 

; TOXEMIAS 


In connection with the toxemias of pregnancy, 
the term nephritis is most commonly used and 
often very loosely. It should be confined to con- 
ditions in which the kidney is primarily affected 
and should be differentiated from primary vas- 
cular disease with secondary involvement of the 
kidney. 

Simonds? has divided diseases of the kidney 
into those which primarily affect the secreting 
apparatus, the glomeruli and tubules, and those 
which primarily affect the vascular mechanism of 
the kidney. While such a separation has much 
to recommend it and is practically helpful, it 
must be appreciated that the glomerulus is not 
only a secreting but also a vascular mechanism 
and may be affected by agents acting upon either 
blood vessels or secreting cells and membranes. 
It may be hazarded that diseases affecting pri- 
marily the vascular mechanism are usually if 
not always part of a general cardiovascular dis- 
ease and less likely to be of primary renal origin. 

Conditions in pregnancy to which the term 
nephritis should be confined appear to be affec- 
tions largely of the secreting mechanism. They 
are variously termed nephrosis, parenchymatous 
nephritis and glomerulo-nephritis. Pathologic- 
ally these are characterized by degeneration with 
inflammation. The kidneys are swollen, the 
epithelium of tubules and glomeruli is degen- 
erated while the later stages may be marked by 
fibrous tissue replacement. Obstruction of capil- 
leries may result in atrophy of tubules and glom- 
eruli. Alteration in basement membrane and 
epithelium leads to increased permeability of 
the renal filter. This accounts for the albumi- 
uuria and for the absence of nitrogen retention 
excepting in cases where the damage is extreme. 
The edema which is so characteristic of this type 
depends upon alteration in osmotic relations re- 
sulting from the loss of serum-albumin from the 
blood and the retention of crystalloids in the 
tissues. As Simonds remarks, high blood pres- 
sure is not a part of the disease per se. It ap- 
pears late in its course perhaps as a compensa- 
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tory mechanign, the apparent result of reduc- 
tion in effective glomerular filtration surface 
to the point of requiring increased filtration 
pressure to maintain renal function. While the 
so-called nephrotic type may, along with the 
milder types of glomerulo-nephritis, heal with- 
out trace, the majority go on to a progressive 
degeneration with replacement fibrosis. In this 
end stage there is usually involvement of the 
entire cardiovasclar system and, except on a 
basis of the history, it is impossible to differ- 
entiate a primary nephritis in its advanced 
phases from the end stage of chronic hyperten- 
sive cardiovascular disease with unusual em- 
phasis on the vessels of the kidney. 

From a clinical point of view, the picture of 
nephritis during pregnancy is characterized 
chiefly by a prolonged and marked albuminuria. 
In other types of late toxemia, albuminuria may 
occur but it is either slight or is not of long 
duration. In eclampsia and preeclampsia, it 
usually occurs suddenly and after other mani- 
festations of the disturbance have been present 
for a longer or shorter time. Another definite 
feature of the clinical aspect of nephritis not 
found in other toxemias is retention of nitrogen 
in the circulating blood. This need not be pres- 
ent but when it is, it is a hall-mark of renal 
insufficiency. Albuminuric retinitis and uremic 
convulsions when present also are characteristic. 
Other symptoms are not obligatory and may be 
common to nephritis of pregnancy and other 
late toxemias. These are edema, oliguria, 
anuria, anemia, hypertension, and, in cases of 
long standing, sclerosis of the larger or smaller 
arteries with cardiac hypertrophy. The degree 
of the disturbance appears to parallel the size 
of the fetus. Renal insufficiency in pregnancy, 
therefore, occurs late. A latent nephritis may 
be brought to light or an established nephritis 
aggravated by an advancing pregnancy. There 
is small threat to the life of the mother. When 
the disturbance has reached a dangerous degree, 
fetal death occurs. After this the severity of 
the symptoms usually declines. Death of the 
fetus which occurs in about 60% of the cases of 
true nephritis of pregnancy often has as its basis 
an extensive infarction of the placenta. The 
fetus may be delivered prematurely or some time 
after death in a macerated state. The greater 
the rise in blood pressure and the greater the 
albuminuria, the more likely is fetal death to 
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occur. Retention of uric acid and urea nitro- 
gen in the blood is a feature of the more severe 
cases. 

The course of the nephritis of pregnancy 
after delivery is a matter of great importance. 
In the milder cases the evidences of the disease 
may disappear during the late puerperal period. 
However, if cases of this kind are observed a few 
months later, albumin, hypertension or edema 
may be found in a considerable proportion. On 
the other hand the manifestations of the disease 
may not disappear post partum but continue 
with little or no abatement after delivery. Cases 
with the most severe symptoms during pregnancy 
are most likely to have persistent nephritis in 
after life. 

That these views are shared by other students 
of this subject is apparent from certain follow-up 
studies. In drawing conclusions from these, al- 
lowance must be made for different methods of 
classifications and particularly for the fact that 
most obstetricians class as nephritic any patient 
showing high blood pressure, albuminuria or 
edema,—symptoms which are common to cardio- 
vascular disease and nephritis. Some of these 
studies may be cited. 

Gibberd® observed 47 toxic patients in succes- 
sive pregnancies, all having healthy kidneys 
prior to the first observed pregnancy. Of these 
six, or 13%, had signs of permanent renal dam- 
age persisting a year or longer after delivery. 
In twenty-seven patients in whom the first al- 
buminuriec pregnancy was terminated within 
three weeks of the time the albuminuria first ap- 
peared, albuminuria. recurred in the next preg- 
nancy in eleven, or 40%. In fourteen patients 
in whom pregnancy was terminated later than 
three weeks after albuminuria was first observed, 
the recurrence rate was 70%. In this study the 
recurrence rate is, therefore, related to the dura- 
tion of the albuminuria. 

Clow* traced twenty-eight cases of severe 
toxemia of pregnancy. No patient in this series 
gave a history of nephritis previous to the preg- 
nancy in which toxemia occurred. In 50% of 
the cases over ten years had elapsed since the 
toxic pregnancy. One patient had eclampsia in 
four successive pregnancies; three had severe 
toxemia in three successive pregnancies, and 
rour in two successive pregnancies. Hyperten- 
sion, i. e., systolic blood pressure above 140, was 
found in 65% of these patients; their average 
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age was 40.2 years. The symptoms complained 
of were dyspnea and palpitation on slight ex- 
ertion, dizziness, nycturia and in two cases an- 
ginal pains. Evidence of renal change was 
found in ten cases. The author concludes that 
toxic pregnancy leaves significant after effects 
in a considerable proportion of cases and that 
women who have passed through a toxic preg- 
nancy require careful attention in succeeding 
years. 

Margeson® reports a study of fifty-six cases 
of pregnancy toxemia in his private practice; 
in a number of these cases there was a family 
history of toxemia; over 70% of the patients 
were primiparae. Convulsions took place in 
nine cases with one maternal death. In 28% 
of these cases there was a recurrence of toxemia 
in successive pregnancies. Repeated pregnancies 
in women with chronic nephritis are accompanied 
by a steadily increasing fetal and maternal mor 
tality. 

In 1927, Corwin and Herrick,® studied sixty- 
four cases in which during pregnancy nitrogen 
retention or prolonged and marked albuminuria 
were present and which were classified as nephri- 
tic. During the toxemia, fifty-five of these had 
a blood pressure above 140 mm.; 32% cardiac 
hypertrophy; 42% demonstrable thickening of 
the larger peripheral arteries; 66% vascular or 
albuminuric retinal changes. The fetal mortal- 
ity was 47%. In those with blood pressure over 
190 mm. it was 79%. There were no maternal 
deaths during the puerperium and but two in 
the follow-up period. In the follow-up of these 
sixty-four patients, which covered from six 
months to six years post partum, the pathologic 
findings varied directly as the height of the blood 
pressure during pregnancy. Of those having 
readings under 140, none had hypertension in 
the follow-up and but 10% had marked album- 
inuria. Only 20% had retinal changes. The 
group with blood pressure from 140 to 190 
showed hypertension in 49%, marked albumi- 
nuria in 54%, retinal changes in 45%. Figures 
in this follow-up study for the group with pres- 
sures above 190 mm. during pregnancy were 
hypertension, 80%; albuminuria, 47%; and 
retinal changes, 85%. Twelve of these women 
were studied in later pregnancies. Among these 
were five fetal deaths. 

Peckham’ summarizes a four-year follow-up 
study of 343 cases from which examples of 
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toxemic vomiting and eclampsia are excluded. 
He states that definite signs of chronic nephritis 
were found in 137 or 40%. This writer con- 
firms the observations of Corwin and Herrick 
made in 1927 that the status of these patients 
in the puerperium gives no final indication of 
the ultimate result of the toxemia. Patients 
without albuminuria and hypertension upon dis- 
charge from the hospital may show both within 
a few months. On the other hand such abnor- 
mal findings during the puerperium may disap- 
pear later. Obviously this study makes no at- 
tempt to distinguish nephritis and hypertensive 
cardiovascular disease. 

Allowing for differences in methods of classi- 
fication, these observations seem to justify the 
conclusion that the woman giving definite indi- 
cation of a substandard kidney during pregnancy 
is an increasingly poor risk in subsequent preg- 
nancies and will, in a large proportion of cases, 
show advancing trouble in the follow-up period 
apart from pregnancy. As a practical matter 
one should therefore discourage pregnancy in a 
nephritic. woman as being unprofitable because 
of the great liability to fetal death and because 
of the certain damage to the maternal kidney, 
the inescapable impairment of health and the 
shortening of life. 


HYPERTENSIVE CARDIOVASCULAR DISEASE AND 
THE LATE TOXEMIAS OF PREGNANCY 


Before attempting the correlation of the re- 
maining groups of the late toxemias of pregnancy 
with other general medical conditions, it is nec- 
essary to establish certain points. The differen- 
tiation of nephritis and of hypertensive cardio- 
vascular disease or hyperpiesis is one which, at 
least in the early stages of these disorders, is 
reasonably clear to the modern internist. To 
establish this differentiation, a clear conception 
of hyperpiesis is essential. This is primarily a 
functional disorder in which inheritance and per- 
sonality play important roles. In its early 
stages, it is characterized by an undue re- 
sponsiveness on the part of the circulation to 
stimuli from within or without. This is chiefly 
shown by an exaggerated rise in the pulse rate 
and blood pressure in response to such stimuli. 
As time goes on this occasional rise in blood 
pressure becomes more frequent and eventually 
the pressure becomes fixed at higher levels. Ap- 
parently as a result of this vascular strain, sec- 
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ondary changes take place in the cardiovascular 
tree. Particularly characteristic are thickening 
and eventually degeneration in the small arteries, 
an arteriolosclerosis. While this is most common 
and often most marked in the kidneys, it takes 
place also in the arteries of the spleen, retina, 
pancreas, liver, brain and heart. The most com- 
mon result is cardiac insufficiency or apoplexy. 
Renal insufficiency is rarely the cause of death. 
When it occurs, it is the result of a reduction in 
the amount of functioning renal tissue through 
narrowing of the arterioles of the kidney and 
anemic necrosis with fibrous tissue replacement. 

This disease, which affects the kidney second- 
arily and only through its arterioles, should be 
recognized as a general cardiovascular disorder 
and set apart from nephritis. The term nephri- 
tis should be confined strictly to primary affec- 
tions of the kidney. The latter are chiefly of 
the secreting mechanism. It is true that the 
cardiovascular system as a whole may be second- 
arily affected by renal disease particularly that 
of the glomeruli and that its end stage cannot 
be differentiated from that of the arteriolosclero- 
sis, the end-stage of hyperpiesis. However, in 
the early phases these conditions usually are 
capable of clinical and pathological differentia- 
tion. 

How does this apply to the disorders of late 
pregnancy? One of the most definite varieties 
of late toxemia is the acute convulsive or eclamp- 
tic type, occurring most commonly in elderly 
and overweight primiparas. Its most dramatic 
feature is the convulsion. However, this is al- 
most always preceded for hours or days by other 
important symtoms such as high blood pressure, 
albuminuria, edema, mental and nervous varia- 
tions from the normal, epigastric pain and ten- 
derness, bilirubinemia, visual disturbance with 
acute diffuse edema of the retina and occasion- 
ally retinal separation. 

In offering a tentative suggestion that this 
disturbance may be primarily vascular in char- 
acter, one might classify the evidence as patho- 
logical and clinical. The pathological evidence 
is meager, somewhat theoretical and not satisfy- 
ing. It is nevertheless suggestive. The idea of 
arterial spasm as a factor in eclampsia has been 
repeatedly discussed. Hinselmann,® Volhard,® 
Fahr,” and others have brought forward this 
idea to account for the acute renal changes of 
eclampsia and as an explanation of the convul- 
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sions aud edema. Fahr finds in the eclamptic 
kidney thickening, nuclear increase and hyalin- 
ization of the arterioles. In the acute phase, 
the chief change is widening and swelling of 
the capillary walls of the glomeruli. The glom- 
eruli are poor in blood and undergo fatty changes 
of a glomerulo-nephritis. Swelling and thicken- 
ing of the arterial walls especially those of the 
vas afferens are found. Fatty changes occur in 
the proximal parts of the tubules. An arterial 
anemia following spasm is invoked as the causa- 
tive agent of these changes. Cohnstein"? sug- 
gests as a cause of this arterial spasm an over- 
activity of the sympathetic or a “Dyshormonie.” 
This theory anticipates Cannon’s'* theory of 
homeostasis as a basis of certain diseases of 
function, a theory which appears to have some 
application to the problem in hand and to which 
attention will be called later. Bell’ has lately 
confirmed many of these findings. He describes 
arteriolar sclerosis as an occasional feature of 
the eclamptic kidney along with a narrowing of 
the glomerular capillaries by an increase in the 
thickness of the basement membrane or an in- 
crease in endothelial cells. In a case with his- 
tory of eclampsia seven years before, Bell found 
focal hyaline areas in the glomeruli with par- 
tial or complete glomerular obliteration and 
varying degrees of -tubular atrophy. He be- 
lieves this is a peculiar form of renal disease 
due to eclampsia. Acceptance of this statement 
must await further studies. The arteriolosclero- 
sis and the thickening of the capillary basement 
membrane often to the point of obliteration of 
groups of glomerular capillaries with resulting 
disuse atrophy of tubules is a picture not very 
different from that described in arteriolosclero- 
sis, the result of essential hypertension. Whether 
remote structural effects of eclampsia upon the 
kidney can be differentiated from those of es- 
sential hypertension is a point of more than 
ordinary importance and one which should have 
the attention of the pathologist. Werner-Ger- 
lach*® states that a disturbance of circulation in 
the arteries of the liver is a necessary factor in 
the thrombosis of liver capillaries that is such 
a feature of eclampsia. The “cyanotic atrophy,” 
the hemorrhagic infarction, the necrosis, the oc- 
casional fibrous tissue replacement, even calci- 
fication in healing and the hyaline degeneration 
found in the arterioles would seem to indicate 
that however unlike anything observed in ordi- 
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nary vascular disease the liver necrosis of 
eclampsia may be, the circulatory components 
in this complex cannot be ignored. 

A question of great importance is establishing 
a possible association of eclampsia and hyperpie- 
sis is that of changes in the arterioles outside 
the kidney. Is there an arteriolosclerosis in the 
spleen, pancreas, mesentery and brain as an im- 
mediate or remote sequel of eclampsia as of 
hyperpiesis ? 

On the clinical side there is much to be said 
for the fundamental vascular nature of eclamp- 
sia. In the first place eclampsia occurs in the 
same constitutional type of female that is most 
prone to cardiovascular disease with hyperten- 
sion—the overweight, stocky, short, heavily mus- 
cled, with heterosexual hair distribution and 
certain marks suggesting alteration in function 
of the pituitary gland (Draper’*). Again, ex- 
cepting in the rarest of instances, hypertension 
is the initial symptom and precedes albuminuria 
and convulsions by a greater or less period. 

The general follow-up studies in eclampsia 
give very little help in furthering our knowledge 
of the proper classification of this condition. In 
the accompanying table are summarized the 
chief of these. Insofar as they show certain 
serious and prominent after effects of eclampsia, 
these are important. In defining the precise 
character of these results in modern medical 
terminology, they are not important. It has 
been the practice of the obstetrician to classify 
as nephritis any case showing variations from 
the normal in any part of the cardiovascular- 
renal field. No attempt has been made to differ- 
entiate these disturbances which are primarily 
nephritic from those which are primarily circu- 
latory in origin. 

In a study of fifty-six convulsive cases in the 
Sloane Hospital followed in 1917 by Corwin and 
Herrick, an attempt was made to view these from 
a medical angle. Among these fifty-six hyper- 
tension was observed in all but two; the average 
pressure was 185/113. During the acute phases 
of the disorder, 65% of these women revealed 
variations from the normal in the retina upon 
ophthalmoscopic examination. Retinal edema 
was present in twenty-two; demonstrable changes 
in the blood vessels in fifteen; patchy exudate 
in twelve; hemorrhage in eleven. Four cases 
showed retinal pigmentation and two retinal de- 
tachment. Seventy-eight per cent of these cases 
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had a generalized edema. There was a maternal 
mortality of 14%; fetal mortality, 55%. Fol- 
low-up studies covering a period from six months 
to six years were made on forty-four of these 
patients. In 32% a persistent hypertension was 
found. Sixty-one per cent revealed some vas- 
cular or other anomaly upon ophthalmoscopic 
examination. Ten per cent had edema and 34% 
some degree of albuminuria. Thirteen of these 
cases were observed in later pregnancies. Nine 
of these were marked by toxemia with four fetal 
deaths. One patient was curretted because of an 
established chronic nephritis. In a series of one 
hundred fifty-four toxic multiparae; 13% gave 
history of convulsions in a former pregnancy. 

From studies of this kind it is indeed difficult 
to reach any conclusions. Standards differ 
among different observers. Most of the pub- 
lished studies do not take account of the mortal- 
ity among those who have had eclampsia. Some 
as yet unpublished studies by Tillman and my- 
self seem to indicate that this is decidedly higher 
than the expected average of women of an equal 
age group. Again these observations are largely 
those of obstetric surgeons many of whom are 
not wont to view cardiovascular-renal problems 
from their medical aspect. For the present it 
would seem safe to predict that at least 20% 
of those who have escaped the average mortality 
of 14% of the acute eclamptic seizure will show 
clinical evidence of scars in their cardiovascular- 
renal apparatus in the years following their 
pregnancy. While from the data in hand one 
cannot decide whether these are the result of 
an insult primarily of the kidney or one includ- 
ing the cardiovascular system at large, the 
weight of evidence inclines to the latter view. 

There remains for discussion the largest group 
of the late toxemias of pregnancy. These have 
been variously labeled pre-eclamptic, sub-stand- 
ard kidney, sub-acute, hypertensive toxemia, re- 
current toxemia or chronic nephritis. Many 
of these present all the features of eclampsia 
excepting convulsions and are obviously a similar 
disturbance. Others appear to be different. 
They are much milder in their course. However, 
when one recounts the symptoms of this large 
group, one finds that they include most of those 
mentioned in connection with nephritis except- 
ing a prolonged and marked albuminuria or re- 
tention of nitrogen in the circulating blood. 
The most frequent features of this group are 














September, 1932 W. W. HERRICK 215 


hypertensive vascular changes in the retina vary- 
ing from arterial spasm to arteriosclerosis with 
or without hemorrhage and with little or no exu- 
date or edema; an albuminuria which occurs 
suddenly, late and after the hypertension has 
existed for some time; an edema of which the 
same remarks may be made; a constitutional 
type identical with that observed in eclampsia ; 
a liability to fetal death in about 30% of cases, 
often the result of placental separation from 
apoplexy or infarction; a great liability in the 
follow-up to the manifestations of what in med- 
ical circles is called hypertensive cardiovascular 
disease and which is still too commonly called 
chronic nephritis. 

The relation of this group of cases to other 
medical conditions can be suggested from the 
necropsy and from the clinic. The pathological 
changes in the kidney in pre-eclampsia have re- 
peatedly been shown to be similar to or identical 
with those noted in typical eclampsia (Fahr, 
Bell). 

Among the milder toxemias included in this 
group in which there is no convulsion and which 
are characterized by mild hypertension with or 
without albuminuria and edema and a prolonged 
course with a favorable outcome, there are no 
necropsy studies. For the proper classification 
of cases of this type, one must depend upon 
clinical observation. Here the evidence is am- 
ple and satisfying. The clinical aspect of this 
toxemia may be approached by relating what 
occurs in a case of hypertensive cardiovascular 
disease during pregnancy. 

When pregnancy occurs in a woman with a 
resting blood pressure above 145 systolic and 
who has no albuminuria or other evidence of 
renal disturbance, a very constant series of events 
may be anticipated. As pregnancy advances 
the blood pressure rises, the diastolic at least in 
proportion to the systolic. This rise in blood 
pressure is the sole manifestation of trouble until 
a level of 175-180 mm. or more systolic is 
reached. At this point albuminuria, then de- 
cline in urinary output and edema are suddenly 
added. Even at this phase of the disturbance, 
there is no retention of urea nitrogen in the cir- 
culating blood and, excepting an occasional in- 
crease in uric acid, no sign of renal breakdown 
other than the diminished urinary output and 
albuminuria. Usually, however, the blood pres- 
sure -ontinues to rise, the evidence of general 
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and of renal insult increases, the patient be- 
comes psychically disturbed and in rare in- 
stances convulsions may be the climax. Some 
may develop a mild mental disturbance, exag- 
gerated reflexes with hypertension, edema, and 
albuminuria, not going on to a convulsive state. 
Cases of this kind are well called pre-eclamptic. 
In this cardiovascular, hypertensive or subacute 
form of toxemia of pregnancy, we are dealing 
with a relatively mild process and one in which 
there is rarely any immediate threat to the 
1aother’s safety. Maternal deaths are extraor- 
dinarily rare and when they occur are due to a 
cardiac insufficiency, an apoplexy or a secondary 
infection. 

There is great threat to the safety of the 
fetus. In about 30% of cases there is pla- 
cental separation with more or less bleeding 
followed by intrauterine death and a fetus which 
may be expelled at once or later, often in a 
macerated condition. The remainder of these 
mothers go on to delivery, usually of a normal 
child. With the emptying of the uterus, the al- 
buminuria, the edema and the other symptoms 
usually clear away with the possible exception 
of the rise in blood pressure. This may or may 
not return to normal after delivery. In the ma- 
jority in whom the blood pressure findings are 
normal, the medical attendant should not ac- 
cept such evidence at its face value. The fol- 
low-up of cases of this character reveals that in 
the months or years following a pregnancy 
marked by such disturbance, the blood pressure 
may again become elevated and many patients 
will present the stigmata of advancing cardio- 
vascular disease. 

The majority of patients who can be placed 
in this group do not show the disturbance until 
the later months of pregnancy. In the follow- 
up, however, they are likely to reveal the same 
symptoms though often in lesser degree, as 
those entering upon pregnancy with the dis- 
turbance fully developed. 

Extensive follow-up studies in cases of this 
character are few. Many group these examples 
of essential hypertension with those having defi- 
nite nephritis. Some of the milder types have 


been called substandard kidney, a term which 
is misleading and probably incorrect since it 
tends to emphasize the minority which end in 
renal breakdown and to divert attention from 
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the majority with terminal apoplexy or cardiac 
failure. 

Berman’ publishes a study of 225 cases of 
toxemia observed in more than one pregnancy. 
In these there was recurrence of toxemia in 
about 85%, this return being but little more 
frequent in those showing the higher rise of 
blood pressure in the initial disturbance. The 
incidence of “nephritis,” however, rose in those 
showing the higher levels of blood pressure. 
In this group of patients the incidence of tox- 
emia increased with the parity of the patients; 
63% of the para II and 100% of the para VII 
showing recurrent toxemia. The incidence of 
“nephritis” also increased with parity in like 
manner the percentage advancing from 6% in 
the para II to 49% in the para VIII. Berman 
concludes that the incidence of cardiovascular- 
renal disease increases with each succeeding 
pregnancy; that once a patient has had toxemia 
she should be studied carefully between preg- 
nancies and in future pregnancies receive ex- 
ceptional prenatal care. He states that only 
by limiting the number of pregnancies can we 
hope to curtail the large percentage of cardio- 
vascular-renal disease. 

Corwin and Herrick studied 175 instances of 
this non-convulsive, non-nephritic, sub-acute va- 
riety of toxemia. Antepartum, 23% showed 
cardiac hypertrophy ; 27% thickening of the bra- 
chial arteries; 55% changes in the vessels of 
the retina. The fetal mortality was 15%. There 
were no maternal deaths. In the follow-up 40% 
showed blood pressures above 140 mm., 40% 
cardiac hypertrophy; 34% thickening of the 
larger peripheral arteries; 63% retinal vascular 
changes. Albuminuria was exceptional. Of the 
whole group 74% revealed some important 
change in the cardiovascular system in the fol- 
low-up. Of great importance is the reaction of 
these women to successive pregnancies. Sixty- 
three of these 175 patients were thus observed. 
Kleven of the sixty-three had hypertension only 
in the last of a series of pregnancies. Fifty- 
two were studied in pregnancies subsequent to 
the one in which toxemia was first shown. 
Fifty, or 96%, of these had recurrence of hy- 
pertension. In twenty-one there was higher 
blood pressure; in sixteen the readings were 
about the same; and in six the pressure was 
lower in the later pregnancies. In forty-four 
of the cases followed when not pregnant, 
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twenty-seven, or 61%, had blood pressure above 
140 mm. Fifty had hypertension in two or 
more pregnancies. ‘Twenty-seven of these were 
seen in follow-up. Twenty-one, or 78%, had 
pressures above 140 mm. This study indicates 
that the woman who exhibits hypertension in 
one pregnancy is likely to have a similar or 
more marked disturbance in subsequent preg- 
nancies and that as pregnancies are repeated, 
she tends to maintain a hypertension in the non- 
pregnant state as well. 

There is, then, a group of the so-called late 
toxemias of pregnancy characterized primarily 
by manifestations typical of cardiovascular dis- 
ease with hypertension. In the follow-up of 
cases of this kind essential hypertension is found 
to reveal itself in the majority within a few 
months or years following the pregnancy marked 
by the disturbance in question. If pregnancy 
is repeated, recurrence is found in at least 85% 
of all cases and in 100% of severe cases. 

Conversely, examples of latent or declared es- 
sential hypertension when pregnancy takes place 
reveal a very definite kind of disturbance which 
is often but an exaggeration of the ordinary 
features of the cardiovascular disease. In the 
more serious cases, the picture of an acute tox- 
emia which may resemble or be identical with 
pre-eclampsia or with eclampsia is engrafted 
and forms the climax of the difficulty. How- 
ever the obstetric surgeon may classify cases 
of this type, to the internist such are examples 
of cardiovascular disease rather than of nephri- 
tis. Albuminuria and renal insufficiency are 
not features of this group. The ophthalmoscopic 
picture is that of arteriosclerosis and the cardio- 
vascular changes suggest hyperpiesis rather than 
renal failure. 

In the clinical end results of eclampsia, pre- 
eclampsia and of the variously classified sub- 
acute or hypertensive types of toxemia of late 
pregnancy there is a certain unity. The stig- 
mata of hyperpiesis form the most frequent com- 
mon factor. Pathologically eclampsia and pre- 
eclampsia give similar late alterations in the 
vascular mechanism of the kidney. These 
changes are in many respects similar to the 
arteriolosclerotic lesions of hypertensive cardio- 
vascular disease. These lesions are different 


pathologically and in many important features 
In their clinical accompaniments from those af- 
fecting primarily the secretory mechanism of 
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the kidney and to which the term nephritis 
should be confined. ; 

The writer has heretofore used the term hy- 
pertensive or cardiovascular to denote the sub- 
acute, non-convulsive toxemia of pregnancy thus 
emphasizing the apparent association of this 
disturbance with hypertensive cardiovascular 
disease. Further study leads to the tentative 
opinion that, leaving nephritis (considered in 
this connection as damage to the secreting por- 
tion of the kidney) out of consideration as a 
separate entity, there is but one other variety of 
late toxemia—that the acute convulsive toxemia 
and the sub-acute non-convulsive toxemia are but 
varieties of a disturbance fundamentally vascular 
rather than parenchymatous. Such a conclusion 
would therefore lead one to classify the late 
toxemias as 1. Nephritic; 2. Pre-eclamptic and 
Kclamptic. This lists as pre-eclamptic a much 
larger number than has heretofore been the cus- 
tom. It makes essential a differentiation be- 
tween hyperpiesis and nephritis; between dis- 
ease affecting primarily the vascular system at 
large and incidentally the kidney and that af- 
fecting primarily the secreting mechanism of the 
kidney. The loose use of the term nephritis in 
connection with the toxemias of pregnancy 
should no longer be countenanced. Further, if 
a common. denominator of hypertensive cardio- 
vascular disease in eclampsia and pre-eclampsia 
can be shown, search for etiology of these baffl- 
ing disorders is simplified. 

General Discussion. What is the significance 
and nature of the disturbance which we call 
toxemia of pregnancy? Dismissing the early 
toxemias characterized by pernicious vomiting 
and confining consideration to the later toxemias, 
we observe that the disturbances are marked 
chiefly by involvement of the central nervous 
system, cardiovascular system, kidneys and liver. 
There is one quite distinct group marked by 
renal insufficiency. This group has a latent or 
developed nephritis which can usually be differ- 
entiated from the other types of late toxemia and 
differs from them in its management and some- 
what in its immediate and remote results for 
mother and child. The remaining types of late 
toxemia, namely the eclamptic and those marked 
by essential hypertension seem to fall into one 
great group, the etiology of which is bound up 
with that of hypertensive cardiovascular disease. 
This tentative classification seems justified by 
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certain pathological-anatomical observations, by 
extensive follow-up studies and by the observa- 
tion of patients that present toxemias in re- 
peated pregnancies. Such patients would seem 
to have a fundamental cardiovascular instability 
which does not adapt itself to the requirements of 
pregnancy, just as individuals with this disorder 
fail to adapt themselves securely and comfortably 
to other phases of life. 

The adjustment of the maternal organism to 
pregnancy is infinitely complex. All the organs 
and tissues, even the bones and skin, are 
changed. What this implies in the inner econ- 
omy of the body can scarcely be imagined. It 
is logical that the primipara makes the neces- 
sary series of adjustments less readily than the 
multipara who has once mobilized her forces 
for this function. The primipara is for this 
reason more subject to pernicious vomiting, to 
eclampsia and the psychoses than is the multi- 
para. The mechanism of adjustment to preg- 
nancy once mobilized often seems to functionate 
better in subsequent pregnancies than in the 
first. However, if there is a fundamental weak 
ness of importance or if organic changes have 
taken place, later pregnancies are likely to be 
inarked by increasing disturbance. The adjust- 
ment of internal relations to external environ- 
ment, complex enough at best, is greatly com- 
plicated by the requirements of the fetus. Un- 
der such a burden the organism is likely to 
break down in its most vulnerable part. If 
nephritis is present, the kidneys cannot com- 
pensate for the added demand of pregnancy. 
If the cardiovascular system is unstable, with 
a foundation of hypertensive cardiovascular dis- 
ease, this disorder will first become manifest 
or if manifest will become aggravated during 
pregnancy. Inadequacies in the nervous sys- 
tem, possibly in liver, pancreas, thyroid or other 
organs of importance may likewise reveal them- 
selves. 

Eclampsia is rare indeed in the modern, well 
organized obstetric clinic. While the pre- 
eclamptic or hypertensive type is common, the 
cases seem less severe than in the days before 
antenatal care was popularized. Care of diet, 
weight, focal infections, fatigue and other 
sources of physical or mental maladjustment can 
and do greatly reduce the incidence and severity 
of the late toxemias. This is a strong argument 
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against a unitary cause of these conditions, such 
as a specific toxin. 

Viewed largely, then, toxemias of pregnancy 
are probably not toxemias. Rather are they evi- 
dences of underlying tendencies to disease. In 
some, probably the largest group, these tenden- 
cies prevent that co-ordination of function which 
makes for a normal pregnancy. Cannon has 
aptly called such co-ordination of function 
“homeostasis.” As knowledge of physiology in- 
creases we shall probably find explanation of 
many disease processes in such a principle. It 
is increasingly probable that organic changes in 
tissues are not the disease or the cause of disease 
in many cases, rather are they the result of 
primary alterations in function. Certainly 
hypertensive-cardiovascular disease appears to 
be in this class. What is it that determines 
that the heart shall mobilize just enough blood 
and not too much; that lungs, endocrine glands, 
intestinal mucosa, liver, pancreas shall do so 
much and no more? What preserves this inte- 
grating inter-organ balance which is health? 
This function is of the involuntary nervous sys- 
tem, of which the sympathetic is most impor- 
tant. As medical philosophy adapts itself to the 
functional as well as to the pathological-ana- 
tomical point of view of the origin of disease, 
emphasizing as it does that equilibrium of func- 
tion which is of such importance in adjusting 
relations with environment, I predict an in- 
creasing appreciation of the conception of “ho- 
meostasis.” The solution of many medical 
problems, especially that of cardiovascular dis- 
ease, awaits further addition to our knowledge 
of physiology, especially that of the involuntary 
nervous system and its control of vegetative 
functions. Bound up with that of cardiovascular 
disease, I believe we shall find the secret of the 
origin and nature of the major part of the s0- 
called toxemias of pregnancy. 


CoNncLUSIONS 


1. The toxemias of pregnancy may be sep- 
arated into the early and the late types. The 
former are characterized chiefly by pernicious 
vomiting, rarely by acute atrophy of the liver. 
They are probably without serious after-effects. 

2. The late toxemias are marked by albu- 
minuria, hypertension, nervous and mental 
changes, edema, bilirubinemia, anemia, epigas- 
tric pain and tenderness, convulsions; these 
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symptoms appearing singly or in any combina- 
tion. ‘These may have serious after-effects. 

3. Those in which the kidney is primarily 
at fault form a definite group. These are ex- 
amples of a primary defect in the secreting 
mechanism of the kidney and may fall under 
the headings: nephrosis, parenchymatous ne- 
phritis, or glomerulo-nephritis. Clinically they 
are marked by a prolonged albuminuria of high 
degree with or without retention of nitrogen in 
the circulating blood. Hypertension is a sec- 
ondary feature. Practically, these are exam- 
ples of nephritis complicated by pregnancy. 

4, The larger group of late toxemias includes 
the eclampsias, the pre-eclampsias and milder 
types which have been variously classified. These 
do not have nitrogen retention, and albuminuria 
is not a prolonged feature but occurs late and 
suddenly. Pathologically and clinically in fol- 
low-up studies there is much to suggest that 
in their immediate and remote effects these are 
examples of vascular disease primarily and have 
much in common with the ordinary hypertensive 
cardiovascular disease or hyperpiesia. 

5. The loose use of the term nephritis in as- 
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sociation with the late toxemias of pregnancy 
should no longer be countenanced. 

6. Recognition that the problem of these tox- 
emias is bound up with that of cardiovascular 
disease with hypertension seems a helpful step 
in search for etiology. Cannon’s conception of 
“homeostatis” may be an explanation of the 
mechanism if not of the cause of the late tox- 
emias. 

16 East 90th Street. 
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THE LAITY IN MEDICINE* 


Tuomas P, Fotey, M. D. 
CHICAGO 


The term “medicine” as used in the title of 
this paper expresses that term as related to the 
art and practice of medicine by the regular med- 
ical profession. The term “laity” is used to 
express that part of the public not in the med- 
ical profession. 

In considering this topic, the first point of 
interest is the question: “Is the laity in medi- 
cine?” The most casual scanning of the daily 
newspapers, lay magazines, billboards and radio 
broadcasting answers very clearly that the laity 
is in medicine in a most thorough fashion. 

This interest of the laity in medicine is not 
only confined to the personal health of the in- 
dividual, but many misguided although perhaps 
well-meaning laymen, either as individuals or 
groups, set out to regulate the practice of medi- 
cine for the regular practitioners. These groups 
take it on themselves to establish health insti- 
tutes (not for profit), clinics, infant and mater- 
nity welfare units, diagnostic services, endowed 
hospitals or welfare foundations. Up to the 
present time the only branch of medical prac- 
tice which has not come in for an uplift by 
some lay group is the post mortem, and the 
probable reason for this apparent neglect is that 
as yet it has not been considered. 

The probable reason why business men, phil- 
anthropists and the laity in general have at- 
tempted to do so much regulation of medical 
practice is due to the fact that physicians have 
been so busy in their studies, researches and 
efforts to advange science in general that they 
have given little attention to their economic pro- 





*Read before the Secretaries’ Conference at Annual Meeting, 
Illinois State Medical Society, May 17, 1932. 
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tection. As has been very aptly expressed, “med- 
ical men are in the world but not of the world.” 
In other words, while they breathe, move about 
and occasionally act, they have, as a body, held 
themselves aloof from the ordinary and common 
events of the times. 

This aloofness has been so marked that lay- 
men not only regulate medical practice but 
likewise the therapeutic use of certain medicines, 
In this regulation lay groups have been aided 
and abetted by some of the self-constituted lead- 
ers of the medical profession, as is common 
knowledge to all of us. 

The practice of medicine is so individual and 
this individualism is so highly developed that 
the number of physicians in the various county, 
state and national organizations has meant noth- 
ing because the latent strength of this great 
number has never been exerted in a common 
cause. One of the outstanding examples of what 
may be accomplished by the submerging of in- 
dividualism and the unity for action in a com- 
mon cause has been the united support given 
the Legislative Committee of the Illinois State 
Medical Society by the members of that splendid 
organization. This example should be an object 
lesson to every state organization and to the 
American Medical Association. 

The American vocabulary, through constant 
use and reference, has added the word “racket” 
to the long list of words that become official 
through usage. It is a word of deep expression 
when we consider the many uses some of the 
laity and some lay organizations make of the 
medical profession and medicine in general. 

The cheapest class of lay grafters rent an 
office, install a battery of telephones and hire 
some high pressure salesmen. These salesmen 
open the classified telephone directory on the 
page headed “physicians” and start to work. A 
new welfare society has sprung into being and 
physicians and (when the classified list of physi- 
cians is exhausted) laymen are asked to con- 
tribute to a fund to provide milk for suffering 
infants. Recently one of these groups was in- 
dicted, tried, convicted and sentenced after they 
had been in operation for some time. 

The next in a slightly higher stage of mental 
evolution start ai collection agency. Salesmen 
visit the physicians and give a talk on the col- 
lection of bad debts, and all of us know that 
there are plenty of bad debts. The idea is that 
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unless collections are made it is to cost nothing. 
\ll that is necessary is to list the debts on a 
sheet and in order that it may be an authentic 
list, the name is to be signed. Unfortunately 
for the signers there is a contract at the top 
vith much fine print. Nothing is heard from 
the collector for some time, maybe to the extent 
of a year’s lapse. At some reckoning day the 
physician finds that he owes this agency a sum 
of money. 

First there is a “filing charge” of perhaps fifty 
cents a name and further in the contract it is 
stated that enough money must be collected to 
guarantee the collection agency a set sum with 
a minimum of three dollars a month. The un- 
fortunate physician who signs this contract finds 
that he owes a minimum of thirty-six dollars 
and a filing charge depending on the number 
of accounts he has given. He may object en- 
thusiastically to the payment and then he finds 
himself sued. If he appears to defend the suit, 
a continuance is taken, and this becomes a habit 
until the day he does not appear and then a 
judgment is entered and in addition to the 
amount of the contract costs are added. 

From that stage up progression is made until 
the higher types are reached. Their methods, to 
borrow from the rhetoric of the classics, are 
firmly, gently, but never rudely. They all have 
the same ultimate object in view, the annexion 
of some part of medical practice with the physi- 
cians, always giving of their time, experience 
and talents. Remembering that it is more 
blessed to give than to receive, physicians as a 
class will merit a high reward in the world to 
come for the lack of material reward they re- 
ceive in their present existence. 

Big business “muscles in” by figuring to use 
some of their surplus funds in establishing an 
endowed institution where for little or nothing 
the layman, regardless of his financial ability, 
may be rescued from his best friend, his family 
physician and receive the benefit of superior 
skill and superhuman knowledge. 

Many a brain storm in the organization of 
some uplift has fallen by the wayside in the last 
two years because “big business” has been so 
busy trying to figure a way of keeping above 


; Water it has had no time to interfere with the 
; medical profession. 


So while the present eco- 


| lomic condition may not be of the best for any 
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of us, at least it has been a successful barrier 
in keeping business men in their own affairs. 

It would appear that many of the conditions 
which apparently have got out of hand occur be- 
cause we of the medical profession have not 
taken the place and interest we should have 
in the ordinary events of life. In any project 
which has for its ultimate aim the health of 
the average citizen we should be the guiding 
hand. Many times this guidance from us with 
the angle of the welfare of all at heart has saved 
some serious situations. 

The solving of the situation appears to me 
to be the entrance of organized medicine, in an 
cficial membership, into the various business 
organizations—Lions Clubs, Kiwanis Clubs and 
similar organizations. Individual members may 
belong to these organizations, but their voice 
is only as individual members. If organized 
medicine had an official membership, then they 
would speak not only as individual medical men 
but as a unit. 

Various mottoes appear on the desks and walls 
of business men and physicians, but the one 
that would count if followed literally would be 
the saying of Theodore Roosevelt that “every 
professional man owes at least a part of his time 
to the advancement of the profession to which 
he belongs.” 

DISCUSSION 

Dr. G. Henry Mundt, Chicago: One cannot listen to 
Dr. Foley’s paper but be impressed with its importance. 
The difficulty is that the men and women who actually 
need to hear this paper are not here. That is the diffi- 
cult thing talking on any topic on medical economics, 
you cannot get the people who should listen to this type 
of thing. I made a note or two because I am interested. 
I want to call your attention to the fact that in as hide- 
bound an organization as the American Medical Associ- 
ation the Section on Medicine had a joint meeting with 
the Section on Public Health in which there was a 
rather enlightening discussion on medical economics 
during the meeting last week. Now that is pretty good. 
What I say I say in constructive criticism, not to criti- 
cise anyone. Some of us talked to various men in the 
American Medical Association, three, five, six, seven 
years ago on the importance of the study of the prob- 
lems of the type outlined by Dr. Foley. They are real 
problems and they are problems for the medical profes- 
sion, but particularly they are problems for the general 
public because the thing that is best for the general pub- 
lic is, in the final analysis, the best for any honest 
group in the general public. We talked to various men 
in the American Medical Association and I was told 
repeatedly that the Constitution of the American Medi- 
cal Association made it impossible to consider the prob- 
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lems of medical economics. Still without any change in 
the Constitution, finally there was sufficient pressure 
brought to bear that now we have a Bureau on Medi- 
cal Economics that is investigating and doing some- 
thing of real value. 

Another thing along the line of Dr. Foley’s talk. The 
Judicial Council of the American Medical Association at 
the meeting in New Orleans brought in a report which 
should have been brought in five years ago by the Judi- 
cial Council. The purport of that report is that institu- 
tions that are practicing medicine, such as universities 
with pay patients, should restrict definitely the number 
of patients used to those needed for teaching and re- 
search. That thing should have been outlined by the 
Judicial Council five years ago. The reason that IlIli- 
nois has had the leadership for many years in medicine 
is because the rest of the country has been far behind 
them. I think that such things as Dr. Foley talked 
about and such men as Dr. Foley are to be commended 
to medicine, not so much in Illinois but in the country 
surrounding this state. I could tell Dr. Foley a lot of 
states in which he should read this paper. 

Dr. F. O. Fredrickson, Chicago: The gist of the 
paper is that the medical profession cooperate and work 
with lay organizations in the interest of the medical 
profession. I just wish to cite one instance in which 
this has been done and is being done more and more and 
in which Dr, Foley is particularly active. That is in 
regard to the cooperation between the medical profes- 
sion and the American Legion and other veteran or- 
ganizations. Two years ago we established a so-called 
medical commission in the American Legion in the De- 
partment of Illinois. It was suggested at that time that 
a Committee be formed in the Illinois Medical Society 
to which the Council and House of Delegates agreed, 
and also in the Chicago Medical Society Council, in 
which Dr. Foley has been particularly active. I would 
say this much, that two years ago the suggestion of co- 
operation between the medical profession and the Ameri- 
can Legion was received rather coolly at first. The offi- 
cers of the Rehabilitation Committee had seen fit to not 
cooperate with any outside organization. However, 
pushing this matter a little further with Dr. Foley’s 
committee, there were organized committees in all the 
various branches of the Chicago Medical Society and 
also the various component societies of the Illinois State 
Medical Society, that is the county societies. At last it 
started to bear the fruit of our efforts. During the 
meeting of the Council on Medical Education and Hos- 
pitals of the American Medical Association one session 
was devoted entirely to problems relative to the medi- 
cal profession and the ex-service man in which Dr. 
Shoulders was particularly active. After the meeting 
was over I met Mr. Hayes and two or three others who 
were there to speak. They said, “We see you fellows 
got your own way after all.” The result is that Dr. 


Foley is going to have a luncheon meeting this noon 
and Mr. Hayes and Dr. Shoulders are going to speak, 
and I would suggest that everyone, whether veteran or 
not, attend this luncheon because I think it is a very 
valuable factor. 
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THE PRACTICE OF MEDICINE VERSts 
THE PROFESSION OF MEDICINE* 


L. O. Frecu, M. D. 
DECATUR, ILL, 


Medicine, as a vocation, invites our serious 
consideration of its various phases which are 
closely related to, or affected by, agencies either 
within or without the recognized authority of 
medical activities, and especially to such of these 
as are seriously placing a handicap upon the 
future progress of medicine and the welfare of 
the medical profession. 

In discussing this subject it becomes neces- 
sary to divide medicine into the two distinct 
phases; namely, “The Practice of Medicine” and 
“The Profession of Medicine.” 

The practice of medicine is a phase which re- 
lates to an individual, or a group of individuals 
who, through a medium of medical education, 
sets out to heal the sick and thereby hopes to 
gain a pecuniary reward sufficiently large to 
supply the necessities of life. 

Here the physician deals with the layman as 
a patient and his concern rests chiefly with the 
matter of diagnosis and treatment. However, 
he does harbor a secondary consideration and 
that being his reward. Since diagnosis and 
treatment of diseases are instruments of science, 
the very act of dispensing these services at once 
becomes one of scientific aspect, but, due to 
the fact that he expects and usually receives 
a reward for his services, such act has an eco- 
nomic value as well. So it is plain that the 
practice of medicine is an economic as well as 
a scientific venture. 

The practice of medicine as an economic ven- 
ture involves the physician alone as an indi- 
vidual and, as such, he is concerned with his 
profession only as a means of furthering his 
own interests to the point of reaping an ample 
reward. Consequently, he becomes involved in 
an atmosphere of individualism which remotely 
removes him from intimate contact with others 
of his profession and centers in him an illusion 
of independence. 

The independence which seems to exist in the 
private practice of medicine is prone, in many 
instances, to concentrate the individual’s mind 
on his own small world and cause him to forget 


*Presented at Secretaries’ Conference, Illinois State Med- 
ical Society, May 17, 1932, at Springfield, Ill. 
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the relationship which exists between this phase 
and social medicine. 

Scientific medicine seems to have engulfed us 
to such an extent as to promote the idea that 
with this armament alone the practice of medi- 
cine may be carried on to the heights of exclusion 
of other fundamental agencies, which in the last 
decade have become of paramount importance, 
not alone to medicine but to other professions 
and trades as well. 

In the private practice of medicine the indi- 
vidual becomes imbued with the spirit of inde- 
pendence to the extent that he disregards the 
precepts of economics and harbors the assump- 
tion that his small sphere of medicine is im- 
mune to the pitfalls of stabilization which are 
so often encountered in the world of commerce. 
He places his confidence in an ever-changing 
public who react most sympathetically to the 
moods of the changing times, and stakes his 
existence upon preconceived notions that fickle 
public opinion will come to his rescue when the 
emergency arises. 

In medicine, the practice of this science stands 
out prominently as of utmost importance and, 
according to the tenets of our teaching forces 
a recognition of it as such, but in visualizing 
this subject as a whole, we are brought to a 
realization that an inter-relation exists between 
this and other phases of medicine which rele- 
gates it to a position of dependence and places 
upon it a price which must be paid by both 
social and economic medicine. 

The individual who centers his interests alone 
in the practice of medicine is shifting the re- 
sponsibility to others and is ignoring the de- 
lands which an economic world is making upon 
his profession. That his ambitions are so self- 
centered that the realization of medical relief is 


| “necessity is hardly ‘conceivable. 


The practice of medicine, accruing to the in- 
dividual as it does, is apt to hold his attention 


} Upon this phase and to harbor his undivided 
_ Interest because of the immediate monetary re- 


ward which it produces, but it should be recog- 
uized that immediate returns are not always 
lasting and that by giving attention to the other 
phases of medicine as well, he is building a 
reward which is not only far-reaching in its 
scope but is far more substantial and more re- 
munerative over a long period of time. 

Our medical schools are largely to blame for 
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the physician’s centralized interest in the prac- 
tice of medicine because in their teaching they 
deal only with the acquisition of medical knowl- 
edge and the dispensation of medical service. 
They place in the physician’s grasp only such 
material as is useful to his patient, and leaves 
him unguarded in his struggle for self-main- 
tenance. He is well equipped for carrying on 
the practice of scientific medicine, but he is left 
defenseless against those hazards which threaten 
the safety of medical practice. Medical schools 
certainly are neglecting their duty and are fall- 
ing far short of the purpose of their existence 
when they train students for a service which 
benefits only the served and leaves the server 
without justifiable reward. Any training which 
but partially qualifies the student for meeting 
the full responsibility of his vocation is short- 
sighted and without justification. Medicine can- 
not hope to meet its standards of qualification 
until medical schools effect their reorganization 
to include both economic and social medicine. 

The practice of medicine formerly was a 
phase which was independent of, and but little 
influenced by other phases of medicine, but 
through our changed social conditions it has, 
in its practical application, become secondary 
to, and more or less dependent upon, those 
other phases with which the public is becoming 
familiar and by which they hope to make it 
subservient to a program of lay medicine. If 
physicians will recognize the importance of giv- 
ing their attention to the cause of medical un- 
rest, and by so doing divert public attention 
away from the social and back to the scientific, 
the practice of medicine will again attain its 
proper place in the public mind and acquire the 
position of dominance it once held. 

The medical profession is best thought of as 
being a group of individuals who practice medi- 
cine but who are, more or less, intimately re- 
lated to one another because of their individual, 
personal interest in one common branch of sci- 
ence. For the simple reason that their com- 
mon interests are focused on one endeavor, that 
being to heal the sick and prevent illness, it 
follows that there should exist a bond of sym: 
pathetic co-operation in promoting a program 
which reacts to the welfare of the profession. 
Inasmuch as individual efforts have proven slow 
and ineffective and have been replaced by col- 
lective bargaining, organization has been substi- 
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tuted and has proven its worth in co-ordinating 
and bringing to a focus such medical opinions 
aa are conducive to medical progress. 

In discussing the medical profession I, there- 
fore, refer not to the individuals who compose 
this body but to the collective aggregate, as rep- 
resented by organized medicine. 

In accrediting scientific medicine the respon- 
sibility for medical organization, we have placed 
proper credit where credit belongs, but we wish 
to declaim the fact that scientific medicine is 
at present the predominating factor which holds 
in its hand the fate of the medical profession. 

Organized medicine today is not called upon 
to defend itself in a scientific way because med- 
icine as a science has, beyond all doubt, proven 
itself to all but the severest of critics. It has 
cleansed the civilized world of practically all of 
its plagues; it has healed the physical wounds 
of industry; it has mended the broken bones 
of accident; it has rehabilitated the impair- 
ments of war; it has ascepticized the infections 
of surgery; it has diagnosed and cured the cause 
of fever; it has prolonged the span of life; 
it has corrected the defects of childhood; it has 
added to the safety of maternal confinement; it 
has strengthened the race; it has lessened pain 
and suffering; and it has taught much of pre- 
vention. Can anyone conscientiously assert that 
scientific medicine has failed civilization? 

In meeting the demands of science, medical 
organization has been accomplished to the ex- 
tent that its function has become wholly ade- 
quate, but in so doing it has become impressive 
to the physician that he has failed in proper 
recognition of thé problems of social medicine, 
and as a consequence the profession is now 
suffering from the folly of its own neglect. 

The medical profession, as an organization, is 
still playing, playing in a leisurely way the game 
of “blind man’s bluff,’ a game in which the 
physician, as the blind man, is seeking without 
light the social culprit who through legislation, 
bureaucracy and paternalism hopes. in a med- 
ical way, to function as a free lance. 

The medical profession, as individuals, are 
looking for protection, and a solution of their’ 
problems, to the state society, and let me ex- 
press my belief that the state societies are doing 
all within their power to stave off the impend- 
ing catastrophe, but it is my opinion that the 
state medical societies alone will never solve the 
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problems of the: profession. Our state society 
is nothing more than a composite group of county 
organizations and, as such, can accomplish no 
more than accrues through the efforts of each 
of these county groups. It is plainly the duty 
of the state society to direct the activities of 
these various groups, but the organization of 
the profession must maintain locally; the efforts 
toward solution must apply locally; interest 
must manifest itself locally; and results must 
obtain locally. 

I fear that the state society, in directing its 
activities, has failed to include in its regime 


proper educational facilities for promulgating J 


better organization among its local groups. In 
its program of education it has concentrated 
on the layman to the almost total neglect of 
its own members, and as a result the majority 
of the profession are unaware as to what it is 
all about. The medical situation will never be 
completely in control until, and unless, the mem- 
bership of the local organization is enlightened 
to the extent of sympathetic co-operation. The 
most serious needs of the profession at the pres- 
ent time are: better organization; more sincere 
interest in the problems of the profession; in- 
creased activity in professional affairs; a better 
understanding of the aims of the state society; 
a more thorough knowledge of the duties and 
responsibilities of the local organization; and 
enlightenment along the lines of the obligations 
of membership. 

The medical profession is seriously handi- 
capped in its bid for freedom and in its fight 
for progress by the competition of medical prac- 
tice. Medical practice, in acclaiming the atten- 
tion of the physician, is detracting the interest 
of the individual from the problems of the pro- 
fession. After all, medical practice is secondary 
to, and dependent upon, the progress of the med- 
ical profession. Solution of the problems of the 
profession is the means to an end. Let the pro- 
fession fail and medical practice fails also. Med- 
ical practice does not stand alone and for that 
reason cannot endure unmolested without the 
protection of the medical profession. 

The practice of medicine in the future is going 
to be governed to a greater degree by the dictates 
of the medical profession, inasmuch as the prac 
tice of medicine has an economic phase and ec 
nomics are subservient to, and seriously affected 
by, social conditions. Economic medicine 
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analogous to the practice of medicine, inasmuch 
as it is the end result of medical endeavor ac- 
cuing to the physician and its stability will be 
affected according to the ever-fluctuating status 
of economic and social conditions in general. 
The soundness of economic conditions being de- 
pendent upon, and affected by, social conditions, 
it becomes evident that the practice of medicine 
is influenced not so much by the individual as 
by groups of individuals. Social medicine being 
a problem for solution by the group, and not 
by the individual, it follows that the medical 
profession is charged with the responsibility of 
solving these problems. The problems of medi- 
cine eing, today, in the aggregate problems for 
the profession and of only relative importance 
to the practice of medicine, must necessarily be 
handled by the profession. 

Medical organization as it stands cannot, nor 
will it be able to, command proper public re- 
spect until it clothes itself with sufficient au- 
thority to demand the public’s confidence in 
matters both social and economic. If medicine 
is to have the authority to which it is justly 
entitled it must, necessarily, create a wider, more 
sound and sympathetic interest in problems of 
the profession, within its own membership. Cor- 
tect principles of medical freedom must be 
taught in every local organization, and each in- 
dividual must swear anew his allegiance to the 
medical profession. 

The medical profession has impressed the pub- 
lie too much with what it knows about the sci- 
entific, rather than what it has done about eco- 
nomic medicine. 

The public is interested, not so much in the 
science of medicine as in the practical appli- 
cation of this science in an economic way. They 
are evaluating the profession from the angle of 
dollars and cents and charging us with neglect 
ot the public welfare. They have been quick 
to recognize our failure in coping with prob- 
lems both social and economic and, as a result, 
have taken advantage of the opportunity to set 
up lay standards of medical control. We, be- 
cause of lack of authority and improper meth- 
ods of attack, have sat placidly by and watched 
the sovereignty of medicine dethroned, and as 
a Tesult we now bow to lay directors. 

The practice of medicine has as its goal two 
bjectives, namely: 1. to render medical assist- 
ance to the individual in the way of prevention 
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and disease. 2. to reward the physician finan- 
cially. The Profession of Medicine has as its 
motives: 1. medical protection for the public, 
and 2. the protection of its own welfare. The 
scope of private practice is individual, narrow, 
short-sighted and greedy. The designs of the 
profession are broad, far reaching, liberal and 
affect the group. 

The profession is the motive power which pro- 
pels private practice; it is the guardian which 
protects private practice; it is the stimulus which 
animates private practice; it is the light which 
guides private practice; it is the teacher which 
instructs private practice; and it is the support 
upon which the future of private practice leaps. 

Medical practice is merely a child of the med- 
ical profession and without proper organization 
becomes an orphan, subject to the direction of 
the state. The medical profession has always 
had a horror of public opinion, due to the fact 
that public sentiment has been influenced against 
it by those who either desire to subsidize medical 
practice, or by certain groups who hope to dis- 
place it by qualifying under lower standards. 

The medical profession has much to offer the 
public, along the lines of social and economic 
medicine, just as soon as the public mind is in 
a receptive mood to receive it, but the public 
mind will not be open to conviction until or- 
ganized medicine molds public opinion to the 
extent of a more sympathetic understanding of 
medical problems, as interpreted by the phy- 
sician. 

The public’s solution of medicine’s economic 
problems is based upon interpretations arrived 
at and conclusions drawn through the medium 
of the lay mind, and consequently is a solution 
of low costs rather than of high quality service. 
Medical problems can be solved only by med- 
ically trained minds, and by them not alone 
through scientific channels but by a practical 
application of economic concepts drawn from 
social conditions as they exist, from time to time. 
This brings us face to face with the fact that 
medical problems are constantly changing, and 
new ones arising, and the degree to which this 
is true is determined by the extent and rapidity 
of economic changes as they become affected by 
altered social relations. 

Any solution of medicine’s problems based 
upon low cost and a declining standard of serv- 
ice is not one which will readily be accepted 
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by the medical profession for the reason that 
medicine’s first and foremost duty to the public 
welfare is highly qualified service, and such serv- 
ice is not commensurate with low cost. 

The lay conception of a solution for medi- 
cine’s problems seems always to be one which 
is applicable only to the group, or to a great 
number of individuals, and this is not in accord 
with the profession’s opinion that quality serv- 
ice can be rendered alone to the individual. Def- 
inite proof has established the fact that quality 
service cannot be applied in quantitative form, 
and when it is so applied thoroughness is sac- 
rificed to the extent of inefficiency. Medical 
practice, in its thorough application, is an en- 
deavor whose scope includes only the individual 
and work done in this manner can serve only a 
limited few, and for this reason the cost of such 
service seems, to the public, to come high. The 
public has yet to learn that mass production is 
applicable only in a commercial way and that 
science and art, through their finer appreciation 
of nature’s laws, are unable to adjust their modes 
of function to the dictates of a revolutionized 
machine age. The surest and quickest way to 
degrade the practice of medicine is to force the 
medical profession, by compulsion, to accept the 
principles of social medicine, as outlined and ad- 
vocated by lay groups. If medicine is to retain its 
present high standards, it must be allowed to 
function without the interference of lay politics, 
lay policies of economics or lay socialistic ideas. 

Organized medicine has many members but 
few martyrs. Its members are adhering to the 
practice of medicine through the compulsion of 
an economic demand, but only a few have as yet 
been imbued with a spirit of patriotism which 
is calling them to the support oi a profession 
whose foundations are being shaken by the blast 
of revolutionary advocation. 

The practice of medicine is in the future faced 
with the responsibility of relinquishing its seat 
of primary importance, in the physician’s mind, 
to a competitor, whose influence is much stronger 
and far more conducive to the physician’s wel- 
fare, and that being the profession of medicine. 

The layman is not interested in the practice 
of medicine, but he is vitally concerned with the 
public welfare. The practice of medicine, being 
in its very make-up of individual application, has 
never been accredited with contributing any- 
thing of acknowledged value to the public in an 
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economic, social or politic way. Only through 
organized effort is it possible for medicine to 
impress the public, and bring to their conscious- 
ness the fact that it has accepted the challenge, 
is aware of their needs, and is willing and capa- 
ble of meeting their demands in fulfilling the 
necessary requirements of an age of changed 
social conditions. 

Every practitioner of medicine must be 
awakened to the realization that upon him rests 
the burden of shouldering the responsibility of 
organized medicine; that his foremost duty lies, 
not in the practice of medicine but in the prob- 
lems of medicine; that his thoughts must be di- 
rected, not on private but, on public medicine; 
that his activities must be directed, not toward 
the individual alone but must include the pub- 
lic; and, that if he cannot lead he must, at least, 
follow. 

Preventive medicine is advocated, and justly 
so, as being not only a wise venture from an 
economic standpoint but as a means of escaping 
the incapacity of illness and the sorrow of prema- 
ture death. The public is, as yet, unaware of 
the benefits of preventive medicine and will re- 
main so as long as the private practice of medi- 
cine alone makes this its problem, because, while 
prevention is an individual problem as well as 
a public one, it remains for the organized pro- 
fession to create a consciousness of its merits. 

Social medicine, as an endeavor, when guided 
by the medical profession becomes orthodox in 
nature and as such may have some merit, but 
when directed by the lay mind is a misconceived 
notion of public relief, and becomes communistic 
in character. The cause of such innovations 
arise through a lack of appreciation, on the part 
of the medical profession, to sense the trend of 
the lay mind on matters of medical importance 
and the results of such theories become apparent 
io the public only when the profession is awake 
to, and warns off, the calamity of such proce- 
dures. It is an axiom that a blind man is quite 
as bold in the dark as in the light, and this 
applies in a marked sense to the layman when 
confronted with medical problems. 

Public Health is a relief measure which was 
necessitated by an apparent antipathy on the 
part of practitioners of medicine, but since the 
medical profesion has begun to heed the numer- 
ous but insidious encroachments upon the field 
of private practice, medical organization is be- 
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ginning to sense a violated obligation and won- 
ders if the public health must remain as a social 
aspect and be fostered by the community, the 
state, and the nation as a dole to the citizens 
of a wealthy republic. Public health always 
was, is now, and ever shall be a problem with 
which the medical profession must cope, and 
while it may never be an activity wholly car- 
ried on by organized medicine, it can be so 
closely allied with it that the function of pub- 
lic health will resolve itself into a professional 
activity and cease its existence as a political 
subterfuge. 

Lay medicine exists today, probably as never 
before, and is founded upon the excuse that the 
medical profession, through laxity on its part, 
has neglected to interest itself sufficiently in the 
semi-scientifie phases of medicine, which are so 
necessary in promoting educational as well as 
public relief agencies, incidental to a well bal- 
anced medical program. Of course, this is no 
fault of medical practice because these fields do 
not belong to the individual, but the burden of 
the blame rests upon the profession of medicine 
and has accrued to our discredit through short- 
sightedness on the part of medical organization. 

Cultism has grown by leaps and bounds, not 
through incompetency on the part of medical 
practitioners but because of changed social con- 
ditions; a keener sense of appreciation of pub- 
lic weakness to accept ideas and methods out of 
harmony with the orthodox; and a program of 
publicity which is not only unscientific but is, 
in its very nature, brazen. T'o compete with the 
methods of cults, private medicine is helpless, 
but to say that the profession of medicine, 
through organization, cannot successfully com- 
hat such erroneous propaganda is not true. 

Political medicine is probably the most feared 
enemy of medical practice, and its most deadly 
Weapon is legislation. This is the club most 
often used in beating into submission the pri- 
vate practitioner, and as well the medical pro- 
fession, because here we have lay ideas, molded 
into instruments of law by lay minds, and after 
adoption become the property of interpretation 
by laymen. In dealing with political medicine 
We are more or less helpless, inasmuch as our 
strongest persuasive arguments may be of no 
avail, but the medical profession must not and 
will not desert private practice in this field of 
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encroachment, for it is through this channel of 
entrance that we may expect all the various 
fcrms of bureaucracy, paternalism, and state 
medicine and with them a lowering of medical 
efficiency, and a ruin of medical practice. 

Publicity is admittedly not a proper field for 
private practice, but as a function of the medical 
profession promises to bring into closer harmony 
lay and medical opinions, a better understanding 
of professional purposes and a more thorough 
knowledge of the public needs. Publicity is an 
agent that can, when properly directed, mold 
public opinion to a degree that medical opinion 
will be accepted without question and will ac- 
crue not only to the public welfare but to the 
common good of private practice and to the 
profession. 

Education of the public mind along medical 
lines is an accomplishment which is truly worth 
the effort, but it cannot be done to any degree 
of satisfaction through medical practice. Here 
again the medical profession must come to the 
rescue for this undoubtedly must be an endeavor 
of organization. Unfortunately, at this time, 
much of the medical instruction is being done 
by lay workers whose only qualifications are 
theories gleaned from courses of instruction for 
welfare workers, people who not only lack prac- 
tical contact in a medical way but are without 
sympathetic understanding of even the rudi- 
ments of physiologic processes. Public educa- 
tion need not, and best not, be of a scientific 
nature but should deal principally with the cause 
and effect of disease. I am afraid that we have 
already given the public more of scientific med- 
icine than they can assimilate and, in so doing, 
have created within them a widespread superi- 
ority complex with which it is now difficult to 
cope. 

If medical men can for the next few years 
assume the role of a supportive member of the 
medical profession, not foregetting altogether pri- 
vate practice; become imbued with a spirit of 
interest and activity commensurate with the 
needs of organized medicine, we, as a profession, 
can and will, by facing our lay problems of social 
and economic medicine, effect a solution which 
will not only be gratifying to ourselves but will 
react in the public mind in such a way and to 
such extent as to mold public opinion expressibly 
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in our favor and effect an amiable adjustment 
of lay behavior toward orthodox medicine. 
754-757 Citizens Building. 


DISCUSSION 
Dr. Thomas P. Foley, Chicago: There is one phase 


I would like to speak on. That is the relation of 
medical organization to legislation. Two years ago 
in the city of Chicago the Chicago Medical Society 
with 4,500 names on its roster was divided into sen- 
atorial districts. We found that a very effective way 
of handling legislative matters. It was the greatest 
representation legislatively that any medical society 
has had. When Dr. Neal had a problem up, he sent 
cards to us and we sent notices to the doctors. There 
are senatorial districts in Cook County where there 
are 300 or 400 physicians registered. There was one 
legislator in Chicago who had been antagonistic to 
the interests of organized medicine. After Dr. Neal 
sent out post-cards in this district and this man re- 
ceived 450 cards, he went to Dr. Neal and said, “I 
have 450 post-cards. Like a good many things I 
receive, I wondered whether they were authentic; I 
had these checked and found the addresses were 100 
per cent. correct. I am calling to tell you that from 
now on whenever there is anything of interest to the 
medical profession I am ready to listen.” 

I think with Dr. Frech that the organization goes 
back to its smallest component. It is like the Army. 
It is in the county society where the work must be 
done. In our last primary a doctor called up and 
said: “There is a certain man running for the legis- 
lature who has always been against organized medicine. 
I think you fellows should go out to beat him.” The 
reply was: “The Illinois State Medical Society never 
excommunicated anyone who came to Springfield. If 
he has no right to be there, the blame is on the voters 
at home.” There is no amount of work that Dr. Neal 
can do in Springfield if the men at home are not in 
touch with their legislators. In the last primary one 
of the prominent legislators who had been here 
eighteen years was in a hard fight. There was on 
the mailing list in his district 350 physicians, and nat- 
urally 350 physicians with their families make an enor- 
mous number of votes. A letter was sent telling the 
work he had done, and he was renominated. I do 
not think this work is hopeless. Some people tell 
me I am very optimistic, but I was coroner’s physi- 
cian for three years and there is no bad news I have 
not seen. If you sent out 100 post-cards and only ten 
come back, it is not lost. 

In relation to this legislative work, I think if each 
one would only get acquainted with his representative 
and senator and get them to recognize the fact that 
they believe in organized medicine, it will be a big 
factor and will make things very easy for the Legis- 
lative Committee. You know we have gotten away 
from bringing big lobbies to Springfield. There are 
many people trying to talk to the legislators and they 
get tired of it. The best way to get to these indi- 
viduals is through the local organizations. The legis- 
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lators know we are not selfish in passing something, 
but that we have the real interests of the people at 
heart. When it comes to advice on medical legisla- 
tion there is no one who can advise better than organ- 
ized medicine. If in your own county you know your 
legislators, then the situation is in hand. I think 
with 7,500 members in the Illinois State Medical So- 
ciety, if they work as a unit there is nothing in the 
world they cannot get. If they do not work as a 
unit, nothing can be accomplished. 

Dr. R. K. Packard, Chicago: There are just one 
or two things that it seems to me we ought to con- 
sider in this problem of medical economics. Whether 
a medical economic problem or a social problem of 
medicine, first of all we must recognize that there 
does exist an economic problem. I think there can 
be no misunderstanding about that if we will just 
stop to consider for a few minutes that about 75 per 
cent. of our population come in the classification of 
the so-called common man or wage earner. The 
wage earner in this country receives about $1,500 a 
year. As a matter of fact, the Metropolitan Life In- 
surance Company made a survey in 1928 of 30,000 
workers in which the average income of those work- 
ers was $1,250; the average family was plus four. 
It does not take very long to figure out with an in- 
come of $1,250 in 1928 with a family of four to sup- 
port that there is very little left for that family to 
pay a doctor’s bill. If you figure rent, food, cloth- 
ing, you have used up your $1,250 long before you 
have anything for medical care, for education, for 
recreation or what not. I think we must first of all 
make up our minds that we have an economic prob- 
lem in medicine. The second thing we have to rec- 
ognize is that this economic problem in medicine is 
only a part of the whole economic problem we have 
in the country. We cannot isolate medical economics 
from the whole economic problem of our country any 
more than we can isolate the farm problem, railroad 
problem or the unemployment problem that exists to- 
day. It is a problem that must be faced. The medical 
profession I do not believe has, as near as I can de- 
termine, yet been able to outline a program for meeting 
this situation any more than industry itself up to 
the present time has been able to make a program 
to meet this situation of unemployment. Industry faces 
particularly at this time the huge problem of unem- 
ployment. They faced this problem even in times of 
prosperity. Industry, which was laughing at medicine 
two or three years ago, saying they would have to 
take it out of the hands of doctors and put it on 
mass production, now has its own problems to meet 
and I do not think it will bother us for the next two 
or three years. That does not satisfy us. It seems 
to me that the solution of this problem of medical 
economics must be through the contact of the medical 
profession with industry; perhaps there must be some 
form of insurance that will allow a man competent 
medical care at approximately about its present cost. 
In a survey of the Metropolitan Life Insurance Com- 
pany they found that the average family of four paid 
$140 a year for hospital bills, doctors’ bills, nurses 
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work and medicine. That does not seem an exorbi- 
tant price, but the unfortunate thing about that group 
was that 65 per cent. of this money was spent by 35 
per cent. of the people. I think this very obviously 
is entirely out of order. 

Now what can medicine do, or what solution can 
it have or what contacts can it make? We are talking 
a lot, talking on what we like, what we would do, 
but I do not believe we are in position to go to the 
public and make a statement because we have not 
yet developed a definite formulative plan as to the 
solution of this problem ourselves. We have to de- 
termine what we want ourselves before we attempt to 
answer this problem. 

Dr. G. Henry Mundt, Chicago: This is a tremen- 
dously important thing. I do not underestimate the 
value of the paper, but I believe in the final analysis 
the discussion is important. 

Dr. Frech talked about teaching in the medical 
schools. There is no question in the minds of most 
men that the young physician should be prepared to 
meet his patient on other than the standpoint of scien- 
tific medicine. It is a difficult thing to do. I do not 
know whether it will ever be worked out. He also 
spoke of the effort to enlighten the average medical 
man in this problem, the average rank and file member 
of the county medical society. We are doing noth- 
ing to enlighten them and we never will because 
medical men are trained as individualists; we are 
never in the majority, but we will enlighten a few 
who will carry the burden. 

I think Dr. Packard said we must work out some 
kind of wage insurance. I do not know whether we 
will in this country. I do not think there is a man 
in this room who will not agree that 80 or 90 per 
cent. of illnesses could be handled by the general 
practitioner, by things carried in the ordinary satchel. 
There is a kick back there just the same as there is 
in the periodic health examination. A man goes in 
to have a periodic health examination; the doctor 
does his usual physical examination; tells him he is 
all right. The man walks downstairs or upstairs and 
dies with some cardiorenalvascular thing. That type 
of thing is serious. It is a serious kick back on 
periodic health examination, but it is there unless 
medicine has the fa¢ilities to go beyond the restricted 
things that can be done with limited armamentarium 
and with limited expense to the patients. 

I do not think this problem is unsolvable. I think 
if we keep awake we will be all right. I think the 
county society must be the unit. I do not believe 
the state organization can tell the counties what they 
must do. The State Society may suggest, but the 
county society knows its problem. The American 
Medical Association is restricted to a great extent 
because they cannot be in sufficiently close contact 
with the state and the factors that obtain in the state. 
As a consequence, we must in the final analysis go 
back to the county organization; it is the court of 
last resort. 

Dr. Elizabeth R. Miner, Macomb: In Dr. Neal we 
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have a very great advantage. Whenever there is any 
bill of importance up, he sends a notice to the sec- 
retaries of the county societies. I imagine a good 
many secretaries forget that notice. If on receipt of 
such notice, the secretary will get in touch with the 
family physician of the legislator, something will be 
accomplished. No one can convince him of the impor- 
tance of a medical measure like his family physician. 
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Although intrinsic carcinoma of the larynx is 
not an exceedingly rare condition, compared with 
the appearance of carcinoma in many other parts 
of the body, it is of rather infrequent occur- 
rence. It is nearly always primary; on rare 
occasions, however, carcinoma may attack the 
larynx by direct extension from neighboring or- 
gans, such as the base of the tongue, the thyroid 
gland and, rarest of all, it may be secondary to 
a new growth elsewhere in the body arriving in 
the larynx by metastasis. While the appearance 
of malignancy easily conforms to that of the 
so-called cancer age, namely, the middle or past 
middle life, a number of cases have been reported 
in individuals as young as twenty-one, twenty- 
five and thereabouts. Carcinoma of the larynx 
constitutes from 0.6 to 0.8 per cent. of carcinoma 
of the whole body. In comparison with benign 
tumors of the larynx, the malignant ones consti- 
tute only one-tenth the number. Some authori- 
ties give as high as 13 per cent. In a word, of 
all the tumors in the body, this constitutes only 
1 per cent., and of all the tumors in the larynx 
only about 10 to 13 per cent. are carcinomatous. 
It is seen much oftener in males than females, 
but does not spare the latter sex. Local irrita- 
tion from such factors as chronic laryngitis, 
syphilis of the larynx and irritation due to ex- 
cessive smoking may possibly predispose to car- 
cinoma, but the case for this point of view has 
not been absolutely proven. Of the two, sar- 
coma and carcinoma, the former is exceedingly 
rare, and is, as a-rule, intrinsic. Carcinoma is 
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usually epithelioma, but adenocarcinoma is oc- 
casionally seen. According to the site of origin, 
the clinician distinguishes three varieties : 





1. Intrinsic carcinoma—when the growth is 
limited to the vocal cord, the ventricular bands, 
the ventricles, the inter-arytenoid space, and the 
sub-glottic region. 

2. Extrinsic carcinoma when the epiglottis, 
the aryepiglottic folds, the pyriform sinuses and 
the arytenoid regions are involved. 

3. Mixed types when both the above men- 
tioned areas are attacked. 

Intrinsic carcinoma frequently grows very 
slowly. It has been known to remain confined 
to the interior of the larynx for many years. 
Its metastasis to neighboring lymph glands may 
be delayed for a long time and its tendency to 
recur after complete removal is not very marked. 

Extrinsic and mixed types of carcinoma of the 
larynx metastasize very quickly to neighboring 
lymph glands. As has been stated, the intrinsic 
types do so rather slowly, but the reasons for 
this behavior are not well understood. The in- 
terior of the larynx, contrary to some opinions, 
is well supplied with lymphatics, but these do 
not anastomose very freely with adjoining lym- 
phaties, and empty into two small glands on 
each side of the larynx. The rate of growth of 
intrinsic carcinoma is not accelerated by the 
normal infection usually present in the mouth 
and pharynx, as are the extrinsic and mixed 
types. The cartilage of the larynx acts as a 
barrier, too, in all likelihood. Inasmuch as 
most carcinoma of the larynx is intrinsic in 
type, it is true in a general way that if diag- 
nosed early enough and treated properly, malig- 
nant involvement of this structure offers a bet- 
ter prognosis than almost anywhere else in the 
lody. However, it must never be forgotten that 
carcinoma, even in the interior of the larynx, is 
a dreaded illness and must be diagnosed as early 
as possible in order to get favorable results. As 
to the symptomatoiogy of intrinsic laryngeal car- 
cinoma, the earliest sign is hoarseness. This is 
usually due to an involvement of the cord itself 
or of the immediate neighborhood with inter- 
ference with cord mobility. Stubborn hoarse- 
ness, unyielding to time or treatment past the 
azes of thirty or forty, is a complaint which 
deserves the most earnest investigation. The 
hoarseness may be due to a growth on the sur- 
face of the cord, or one infiltrating the cord. 
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In the latter case the hoarseness may be out 
of proportion to the apparent amount of in- 
volvement. A growth on the false cord or one 
protruding from the laryngeal ventricle may be 
responsible for a damper-like action on the true 
cord. Pain, especially in the ear, difficulty in 
breathing and swallowing, cough, salivation, and 
fetor are late symptoms and must not be relied 
upon in making a diagnosis. In all instances 
where for any reason new growth of the interior 
of the larynx is suspected, a careful laryngo- 
scopic examination is absolutely essential. In 
the event of an early lesion and where there is 
doubt, a patient may be kept under observation 
for weeks, and even months. Intrinsic carcinoma 
may present the following forms: it may pro- 
ject as a smooth or warty growth; appear as an 
ulcer superficial and limited; as a tumor infil- 
trating the cord, or as a unilateral congestion. 
The first type is usually seen in the middle or 
anterior third of the vocal cord. The two ex- 
tremities are seldom involved until late; the 
growth may appear white and cauliflower-like; 
sometimes the color is distinctly grey and at 
other times a dull red. There may be some 
swelling of the cord in that part apparently be- 
yond the limits of the growth, and occasionally 
large blood vessels are seen coursing over the 
cord to the tumor. When the neoplasm invades 
the cord itself, there may be little change in 
color, but the outline of the cord becomes ovoid; 
at times the margin is irregular, and may be 
white or reddish in color. As an ulcer epitheli- 
oma is irregular and dirty white in appearance. 

Following the earliest statements of Sir Felix 
Semon, the idea became firmly embedded in the 
minds of laryngologists that carcinoma involv- 
ing the vocal cords very early produced impaired 
mobility, even though the growth was not near 
the cricoarytenoid joint. Sir St. Clair Thom- 
son ‘called attention to the fact that it is dan- 
gerous to rely upon this finding and emphasized 
the point that Sir Semon himself modified his 
view. It is possible to have a carcinoma of a 
vocal cord for a long time before there is any 
impairment of mobility. Hence the diagnosis 
must be made before this sign appears. 

In the sub-glottic type of tumor, symptoms 
are often hardly discernible at first. The hoarse- 
ness may not be present early, and the dyspnea 
and stridor on exertion which are very valuable 
symptoms are often overlooked. However, the 
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sub-glottic type may produce a paresis of the 
cord, the reason for which cannot be easily 
seen on inspection. 

Differential Diagnosis. Laryngeal carcinoma 
must be differentiated from a great variety of 
conditions found in the larynx, such as chronic 
hyperplastic laryngitis, singer’s nodes, pachy- 
dermia laryngis, benign tumors such as fibroma, 
papilloma, lymphangioma, or other conditions 
such as paralysis of the vocal cord, tuberculosis, 
foreign bodies, syphilis, etc. Most important is 
the differentiation from tuberculosis and syph- 
ilis of the larynx. In tuberculosis, the lesion 
is always secondary to tuberculosis elsewhere in 
the body, most often in the lungs. A tubercular 
lesion is most often seen at first on the posterior 
wall of the larynx, and may appear either as 
miliary tubercles, large tuberculomas or masses 
of tubercules, superficial ulcerations, or infiltra- 
tion with or without ulceration. Fever is usu- 
ally present and the sputum usually shows tu- 
bercle bacilli. ues of the larynx is usually ac- 
companied by signs of syphilis elsewhere in the 
body, and a positive Wassermann reaction. The 
lesion may appear as a smooth, round, red gumma 
which later breaks down into a tertiary ulcer 
characterized by a sharp outline, punched out 
appearance, with infiltrated edges, ete. In many 
instances, however, despite a study of the appear- 
ance and the history of the patient, removal of 
tissue with histological examination is required 
to make the differential diagnosis. It is pos- 
sible, however, that two or more of these diseases 
may be present at the same time, requiring the 
utmost skill and very careful biopsy in order to 
definitely determine the diagnosis. 

The question of biopsy has been a moot one 
in the minds of many laryngologists. It has 
been held by some that the removal of tissue 
for histologic diagnosis stimulates the growth 
of neoplasms, and that unless an operation fol- 
lows very soon upon the biopsy, providing it 
proves positive, there is great danger of rapid 
extension of the disease. Others have shown 
that properly performed biopsies do not increase 
the danger to the patient ; but attention must 
be called to the fact that histologic examination 
does not always give absolutely definite diag- 
nostic information, and secondly, all prepara- 


tions must be made so that if the findings are 
positive, operation can promptly be undertaken. 
In some instances the patient must be told that 
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the most careful histological examination may 
fail to give any reliable or definite information 
and that it may be necessary to do a thyrotomy 
in order to definitely establish the true nature 
and extent of the lesion. In the majority of 
cases the findings will be those of a squamous 
cell carcinoma; occasionally, however, adenocar- 
cinoma may be observed. Attention has lately 
been called to the occurrence at times of lympho- ° 
epithelioma and transitional cell carcinoma, both 
of which are highly radio sensitive. The classi- 
fication of tumors by Broders of the Mayo Clinic 
into four grades may also be helpful in deter- 
mining the prognosis and the method of attack 
for eradication of the growth. 

Benign tumors of the larynx are characterized 
by the fact that they usually appear distinctly 
as a definite outgrowth, that they do not infil- 
trate the surrounding tissue, and do not cause 
ulceration unless there is direct pressure on the 
growth. Furthermore, they do not invade other 
portions of the larynx, do not cause regional 
lymph gland metastasis, and on biopsy do not 
show any of the characteristics of malignant 
growth. 

Prognosis. Carcinoma of the larynx offers at 
all times a poor prognosis, but, as previously 
stated, intrinsic carcinoma has a relatively bet- 
ter prognosis in that it develops more slowly and 
metastasizes later. When diagnosed early and 
properly treated, carcinoma in this part of the 
body offers perhaps as good a prognosis as that 
in any other excepting the skin. As a rule, 
if no recurrences are noted in two or three years, 
the prognosis is very good, but it is safer to set 
a time limit of five or six years, and if within 
this period no recurrence is noted, it is quite 
likely that the patient, when he succumbs, will 
do so from some other cause. 

Treatment. The treatment par excellence of 
malignancy of the larynx is complete removal 
of the neoplasm. The location of the lesion 
and its extent in intrinsic carcinoma should de- 
termine the character of the operation to be 
employed. Laryngofissure is especially suited 
to those cases in which the carcinoma is limited 
to one true cord and the lesion does not extend 
either to the posterior end, namely, the aryte- 
noid, or anteriorly to the commissure. If the 
lesion, however, invades the arytenoid or passes 
beyond the middle line of the commissure and 
attacks the opposite cord, a more extensive oper- 
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ation, usually that of laryngectomy, is necessary. 
We must emphasize, however, that at times it is 
impossible to determine pre-operatively just how 
extensive the lesion is; not until the larynx is 
opened can one sometimes decide whether a 
laryngofissure will suffice or whether a more 
extensive operation is indicated. It is therefore 
imperative that the patient be advised accord- 
ingly, and his consent obtained before opera- 
tion, so that if complete removal of the larynx 
is necessary, it can be carried out at that time. 

Pre-operative care of the patient is very im- 
portant. Proper attention to the condition of 
the teeth and the mouth in general is necessary, 
for it has been recently shown that carcinoma 
of the mouth occurs more frequently in cases 
where dental caries and similar conditions are 
present. Secondly, postoperative complications, 
such as pneumonia, etc., are more prevalent 
when diseased teeth have not been removed and 
oral hygiene instituted. 

Anesthesia. While general anesthesia is still 
used by some, many laryngologists now prefer 
local anesthesia preceded by morphine or other 
sedative such as the barbital group. Sir St. 


Clair Thomson, on the other hand, is opposed 


to the use of any sedative before operation. He 
states that atropin dries. the secretion, renders 
the patient very thirsty and uncomfortable, and 
that morphine depresses the cough reflex, allow- 
ing aspiration of blood and secretion, etc. Local 
anesthesia, consisting of infiltration of the skin 
and nerve blocking with 2 per cent. novocaine 
plus application of cocaine solution to the in- 
terior of the pharynx after the thyrotomy, is 
our usual procedure.- Sir St. Clair Thompson 
and some others advise tracheotomy in every 
case ; Jackson and his associates do not use it in- 
variably, and some apparently never do unless 
hemorrhage occurs, which necessitates packing 
of the larynx. 

In this country, the technique of Dr. Chevalier 
Jackson is followed to a very large extent. This 
consists in splitting the larynx and then care- 
fully dissecting out the tumor, advancing far 
enough into the normal tissue to be certain that 
one is beyond the area of infiltration. Sir St. 
Clair Thomson modified this method by dis- 
secting sub-perichondrially a large portion of 
one ala of the thyroid cartilage. Gordon New 
in most cases splits the hyoid bone in order to 
get wider and easier exposure, and usually does 
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the operation in two stages if the patient is not 
a good risk. Sir St. Clair Thomson’s phenom- 
enal success with his operation is probably due 
to several factors: his wonderful judgment 
based upon his tremendous experience, his great 
dexterity, and last but not least, the meticulous 
hemostasis which he institutes at every stage of 
the operation. This last point is especially im- 
portant, because postoperative bleeding may oc- 
cur where particular care has not been ob- 
served in tying all bleeding vessels, and this 
may result in such serious complication as penu- 
monia, etc. Hautant further modified this oper- 
ation by also resecting a portion of the cricoid 
cartilage, thus performing a hemilaryngectomy. 
Dr. Norman Patterson of England recently car- 
ried the operation a step further by means of 
wide window resection of the cartilage in those 
cases where a typical laryngofissure will not suf- 
fice, and where a total laryngectomy is inad- 
visable. 

Radium Therapy. Until a short time ago most 
operators had been quite skeptical regarding the 
use of x-ray and radium, and among them Jack- 
son and Mackenzy claim never to have seen suc- 
cessful results because of the necrosis of car- 
tilage which so often occurred. Recently the 
employment of radium in hitherto unheard of 
amounts properly screened have been acclaimed 
as giving wonderful results, but it is still too 
early to be too sanguine. The followers of this 
method claim that with proper screening and 
other precautions injury to other tissues can be 
avoided and marvelous results achieved, particu- 
larly in the so-called radio sensitive tumors. 

180 North Michigan Ave. 
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DISCUSSION 


Dr. H. L. Ford, Champaign: I wish to commend 
the essayists upon a very instructive presentation. If 
they have been able to put over the idea of better and 
quicker diagnosis, and prompt surgical intervention in 
carcinoma of the larynx, I feel sure they will feel am- 
ply repaid for their time and effort in preparation of 
the subject. 

The study of cancer of the larynx is particularly 
interesting, because here the disease is manifest in two 
forms—intrinsic and extrinsic; the former is more 
amenable to treatment than cancer in any other in- 
ternal location, while the latter may be most hopeless. 
This difference depends entirely upon the point of 
origin. There is no region of the body where cancer 
gives such an early warning, where it is so slow in 
developing, and where it remains localized so long as 
on a vocal cord. On the other hand, cancer originating 
on an ary-epiglottic fold or the posterior surface of the 
cricoid develops insidiously, is not sharply localized, 
and regional lymph glands are involved early. Here 
surgery often is of no lasting benefit. 

Sir St. Clair Thomson says that intrinsic cancer 
might well be called “chordal cancer,” were it not that 
occasionally it originates in the ventricles or more 
vascular area of the subglottis. Chordal cancer always 
produces early and persistent hoarseness. The sub- 
glottic type is slower to produce symptoms, the voice 
may be muffled, but huskiness rarely occurs until the 
cord proper is involved. Impaired mobility is not an 


early symptom, but indicates an advanced infiltration, 


and one should never wait for fixation before making 
a positive diagnosis. Any one-sided affection of a 
vocal cord in a man of middle age or over points 
strongly to malignancy, especially if careful study fails 
to reveal evidences of syphilis or tuberculosis, remem- 
bering of course the instances which may be excep- 
tional, as occasional younger age incidence, and the 
greater relative frequency of postcricoidal cancers in 
women; also, that syphilitic or tuberculous patients 
may have cancer. 

Put the patient on silence for two or three weeks, 
with no alcohol or tobacco. If he improves markedly 
further delay is justifiable. If stationary, or worse, 
operation, further watching or biopsy may be indi- 
cated. There is more danger in operating on a tuber- 
culous larynx, mistaking it for malignancy, than in 
delaying for a few months pending a definite diagnosis. 

Jackson’s plan of procedure in the differential diag- 
nosis between syphilis, tuberculosis, and cancer, at the 
time I took his course four years ago, was as fol- 
lows: First, a Wassermann test; if negative and he 
still suspected syphilis, a therapeutic test with mercury, 
keeping the patient just under the salivation point for 
eight weeks. No potassium iodide for fear of edema 
of the larynx. If not improved, lues was excluded. If 
the Wassermann was positive cancer was not excluded 
until the patient was cured by mercury. 

Second; pulmonary tuberculosis was excluded by the 
usual means. If present, the laryngeal lesion might 
or might not be tuberculous. If the laryngoscopic ap- 
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pearances were doubtful a specimen was taken. Lupoid 
laryngeal tuberculosis resembles lues so much that both 
therapeutic test and biopsy might be required. 

Third; in all cases not considered definitely benign 
a specimen was taken under local direct laryngoscopy, 
with regular or anterior commissure laryngoscopy, us- 
ing basket punch forceps, and with particular stress 
laid upon getting tissue adjacent to and including the 
growth. Hypopharyngoscopy is an important part of 
the examination. The posterior laryngeal or party wall 
can be examined only by hypopharyngoscopy. Espe- 
cially is this indicated where there is difficult swallow- 
ing or the arytenoids are swollen and edematous. 
The technique is the same as for direct laryngoscopy 
and it should be done at the same time. 

So far as surgery is concerned I am inclined to favor 
local anesthesia with due attention to the preservation 
of the cough reflex; large tracheotomy tube, well walled 
off by packing from above; external and internal sub- 
perichondrial dissection of the thyroid wing on the in- 
volved side, with resection of a part of the wing so 
exposed. This gives a much more open field, making 
it easier to do a careful dissection and arrest hemor- 
rhage. I have observed the difficulty which is ex- 
perienced in some cases by even Jackson and his asso- 
ciates, under ideal working conditions, in following the 
regular Jackson technique where resection of the car- 
tilage is not ordinarily done. Thomson further claims 
for the resection more rapid healing; more ample sub- 
glottic space; less granulation tissue; no cases of ne- 
crosis of the cartilage; and a stronger voice subse- 
quently. 

Dr. M. Reese Guttman, Chicago: It certainly has 
been highly gratifying to listen to this very excellent 
presentation. The essayists have thoroughly discussed 
the various surgical approaches that are closely related 
or similar to a laryngofissure. One should not, how- 
ever, be given the impression that all so-called intrinsic 
carcinomata of the larynx are suitable for treatment 
by laryngofissure or any modifications of that opera- 
tion. Growths, of course, may be intrinsic and yet 
may have infiltrated deep enough to involve internal 
muco-perichondrium, although they only extend for a 
few mm. along the free edge of the vocal cord. Ina 
series of seventy-six cases of operable intrinsic car- 
cinoma of the larynx seen by Dr. Beck and myself dur- 
ing the past seven years, only twelve seemed favorable 
to us to be operated upon by laryngofissure. In most 
of them the growth had extended towards the cartilage 
or even subglottically and therefore, made them un- 
suitable for laryngofissure. Consequently, total laryn- 
gectomy was indicated. Great care in the selection of 
cases for operation by laryngofissure is necessary. Sir 
St. Clair Thompson, with his tremendous experience 
and large number of cases to draw upon can be very 
choice in his selection and therefore obtain the fine 
results that he publishes. It is probably better when 
the question of laryngofissure or not arises to err on 
the safe side and perform a total laryngectomy. 

The question of so-called intrinsic or extrinsic car- 
cinoma must also be revised. In the past growths of 
the posterior portion of the larynx involving the party 
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wall of the esophagus were classed as extrinsic and 
therefore inoperable. More recent experience shows 
this not to be true. We have several cases of such 
growths treated by laryngo-pharyngectomy with subse- 
quent closure of the esophageal defect by plastic surg- 
ery, that are alive and well. This is an important 
point to stress, that even through a growth may be ex- 
trinsic it may not be inoperable or hopeless. 

The value of radium is more or less questionable in 
malignancies of the larynx. From a histological point 
of view only a very small percentage are radio-sensitive. 
We have studied the histologic specimens of a little 
over one hundred cases of carcinoma of the larynx and 
have found four to be transitional cell in type and 
therefore radio-sensitive. Not a single instance of a 
lympho-epithelioma was found in this series of cases. 
There are other factors that prevent a more serious 
consideration of the use of radium. The effects upon 
the thyroid cartilage have been disastrous in not a few 
cases. However, recent developments in the use of 
the radium bomb have enabled the radium therapist 
to give an adequate dose within the larynx without any 
destructive effect on the cartilage. In order to utilize 
interstitial irradiation operative exposure of the growth 
is necessary or the introduction by endoscopic methods. 
The latter does not permit of sufficient accuracy in 
the placement of the seeds and the extent of the sur- 
gical measures necessary for exposing the growth is 
sufficient to lead one to believe that the expenditure of 
a little more effort with the use of a laryngofissure or 
total laryngectomy will be more satisfying. 

Just a word relative to the diagnosis of carcinoma of 
the larynx. Malignancy of the larynx is so protean in 
its manifestations that it may simulate a great num- 
ber of pathologic conditions. We have seen cases that 
were typical characteristic text-book pictures of tuber- 
culosis and syphilis which on biopsy was shown to be 
carcinoma. For that reason we insist upon a biopsy 
in every case of laryngeal pathology in which malig- 
nancy is either diagnosed, suspected, or even consid- 
ered. 

Dr. Pearlman (closing the discussion): It was my 
intention in showing these slides to demonstrate that 
there are a number.of ways of attacking carcinoma of 
the larynx of the intrinsic type; we did not bring car- 
cinoma of the extrinsic type into the discussion. I 
am sorry to say that we very seldom see the ideal case 
for treatment. Like the ideal cases our text-books 
give of typhoid fever, the text-book case of early 
carcinoma of the larynx seldom presents itself. Most 
patients usually come too late. Much of the furore 
about early diagnosis and treatment of cancer has more 
of a religious fervor about it than of scientific accuracy. 
Education of the public apparently is not enough; 
when patients have few symptoms, they do not seek 
advice early. So often we see cases that we feel 
something could have been done with had they reached 
us in time but the patient apparently did not know 
that he had anything wrong with him. He comes 
when he is ready to and that is often too late. Our 
reflections on this state of affairs are sobered further- 
more by our experience with those cases that we think 
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are early but where the ultimate result is as bad as 
in those that we know have been neglected. The occa- 
sional apparent recovery or years of good health fol- 
lowing intervention in an instance where there are car- 
cinomatous glands in the neck impress upon us the 
thought that we do not know all there is to know about 
cancer. Our feeling is that the successful attack in 
the future will be one of biologic method rather than 
surgical. We will require, too, a diagnostic test that 
can universally and routinely be applied and which 
will have at least the accuracy of the Wassermann and 
Kahn reactions. 

Those of us who do this sort of work will see 
types of involvement that do not lend themselves te 
any classic procedure. In all parts of the world, men 
are experimenting; there seems to be a definite desire 
to do things short of laryngectomy. In properly selected 
cases Sir St. Clair Thomson reports a large series 
without a single post operative death. It may be that 
more cases will be treated with radium especially those 
few that histologically are radio sensitive. Radium in 
large and until recently unheard of quantities and prop- 
erly screened may replace operative procedures and 
not produce the hitherto unwanted perichronditis and 
other disagreeable reactions. Up to now, the best 
authorities have frowned on radium. One difficulty 
with highly radio sensitive tumors is that while the 
original lesion may yield readily, wide spread metastasis 
takes place very early. 

For those individuals wherein the lesion is too far 
advanced for the classic laryngofissure, wider spread 
operations with more extensive resections up to and 
including the cricoid may be used and a fair voice and 
airway be retained in a large percentage of instances. 
Some patients of course may have to wear a tracheo- 
tomy tube indefinitely. While we have no reason 
to boast, I think that some progress is being made. 





NECESSITY FOR ACCURATE AND COM- 
PLETE CERTIFICATES OF BIRTHS 
AND DEATHS* 


G. Korner, M.D. 


Medical Assistant Registrar 
SPRINGFIELD, ILLINIOS 


The Ulinois State Department of Public 
Health had to write 15,000 letters to physicians 
in 1931, for additional information required on 
birth and death certificates filed during the 
year. Approximately 5,000 of these were writ- 
ten for additional information on death certifi- 
cates principally relating to the cause of death. 

In spite of this effort to get accurate and 
complete certificates of births and deaths, the 
U. S. Bureau of the Census returns annually 
approximately 600 transcripts of death certifi- 

"Read before Section on Public Health & Hygiene, Illinois 
State Medical Society, May 18, 1982, Springfield. 
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cates and 250 of birth certificates for more com- 
plete and definite information. 

Physicians are not alone responsible for this 
condition. Often times definite information in 
regard to the cause of death was not given be- 
cause the physician was called late in the case 
and saw the deceased only when in a moribund 
state. 

The most. of the correspondence in connection 
with birth certificates related to the number of 
children born and living, post office address of 
parents, occupation of the father and the nam- 
ing of the child. 

Death Certificates: The death certificate 
serves as a legal record of the death and the 
data contained thereon are used as the basis for 
the compilation of the statistics of deaths. 

The certificate consists essentially of two parts, 
the one comprising the personal and statistical 
data, the other the medical certificate of death— 
the part that the physician signs. The physi- 
cian’s responsibility is primarily the supplying 
of an accurate and complete statement of the 
cause Of death. In addition he is in a way 
morally responsible for the accuracy of the sta- 
tistical and personal data secured by the under- 
taker. He should always look these over, before 
signing the certificate, because it has happened ; 
especially in hospital cases; that the personal 
data were supplied by the office for the wrong 
case. 

The physician is not responsible for the filing 
of the certificate with the local registrar. That, 
under the law is the duty of the undertaker, 
and is a requirement for securing the necessary 
burial permit. 

Cause of Death: It is very essential that the 
cause of death be given definitely and completely 
on the death certificate. For the purposes of 
the legal record of the death, the cause may be 
of great importance in cases’ where the collec- 
tion of insurance, pensions or annuities is con- 
cerned. In the compilation of vital statistics, 
there is need for accuracy and uniformity. This 
cannot be obtained if the basic data as obtained 
from the death certificates are not accurate and 
complete. 

Statistics of causes of deaths are now com- 
piled by the U. S. Bureau of the Census and 
the several states, also by various cities, villages 
and towns for their respective territories. If a 
uniform method of classification were not used 
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these statistics would not be comparable; fur- 
thermore they would not be comparable with 
similar statistics compiled in other countries. 
Hence, the use of the International List of 
Causes of Death, for the compilation of such 
statistics. This according to the latest revision 
embodies 214 causes. Physicians should be 
familiar with this list, so that they can con- 
form to its terminology and give the informa- 
tion necessary for classification of the cause of 
death as given on the certificate. 

A. considerable part of the correspondence rela- 
tive to further information concerning the cause 
of death is necessary because physicians are not 
familiar with the subclasses for tuberculosis, 
heart disease, kidney disease, puerperal causes, 
cancer and other tumors as at present embodied 
in this list. 

Local registrars should see to it that physi- 
cians in their districts are supplied with the lat- 
est revision of the “Physicians Pocket Reference 
to the International List of Causes pf Death” 
as supplied by the U. 8S. Bureau of the Census. 

Manner of Stating Causes: For the purpose 
of classification as will be seen when the joint 
causes of death are considered, it is essential 
that the principal, related and contributing 
causes of death be shown on the certificate. 

The principal cause is the disease or injury 
causing death, not the mode of dying. Related 
causes are earlier morbid conditions related to 
the principal cause or any important complica- 
tions. The contributory causes are the other dis- 
eases or injuries contributing to the cause of 
death. These are the definitions of these terms 
as used by the U. S. Bureau of the Census. 

There exists a good deal of misunderstanding 
in regard to the use of these terms, and there- 
fore an exact differentiation in their use on the 
certificate has not been insisted upon by the 
Department of Health. 

On the other hand, the duration of the vari- 
ous causes is of great importance to the proper 
classification of the cause of death under one 
rubric in the International List, which is the 
aceepted and required practice. In other words, 
every case is classified only under one cause and 
that is the principal cause. This is in part de- 
termined by the use of the Manual of Joint 
Causes, as issued by the U. S. Bureau of the 
In it, each cause is set forth, showing 
In general, the impor- 


Census. 
its relative importance. 
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tance given to any given cause in this Manual 
in preference to all others in the International 
List corresponds to the world-wide practice in 
this matter. 

The method of determining which cause in 
a given case is the principal cause is so intricate 
that practicing physicians cannot and are not 
expected to master it, for the purpose of enter- 
ing the principal and contributory causes under 
their proper headings on the certificate. 

By giving correctly the date of onset of each 
cause, they supply the information necessary for 
the selection of the principal one. For exam- 
ple, if the following causes are shown in se- 
quence, as indicated by their respective dates of 
onset the principal cause is self-evident. 

(a) Scarlet fever, 
coma. 

(b) Sore throat, otitis media, sinus throm- 
bosis, meningitis. 

(c) Chronic nephritis, arteriosclerosis, apo- 
plexy. 

It was scarlet fever, sore throat and chronic 
nephritis, respectively, in these three cases. 

In giving the date of onset for the various 
causes, physicians should state them at least 
approximately as elicited by the history of the 
case. It is not required that they record these 
dates in accordance with the time when the 
conditions were first observed by the physician. 
Many physicians do this, giving the date of onset 
of all the causes as the date when they made 
their first observation of them. In chronic 
cases that were under observation for only a 
short time before death, this method results in 
indicating a date of onset which shows that all 
these conditions were of short duration and con- 


acute nephritis, uremic 


sequently, acute when in fact they were chronic. 
This vitiates the object of giving these dates and 
although the practice may be in strict conformity 
with the letter of the law, it is not in conform- 
ity with its spirit nor intent. 

Diseases of Major Sanitary Importance: As 
a rule the diseases of major sanitary importance 
are given preference in classification where sev- 
gral causes are given or were operative. These 
include the infectious diseases from typhoid 
fever to german measles, the venereal diseases, 
gonorrhea and syphilis, including the parasyphi- 
litic affections, cancer and other malignant tu- 
-nors, puerperal causes and external causes in- 
cluding suicide, homicide and accidents, 
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Chronic nephritis and diabetes on account of 
their effect on the other tissues and organs of the 
body are given preference over the related and 
many other causes which might otherwise be 
considered as primary. 

(a) Infectious Diseases: The major infec- 
tious and parasitic diseases are given preference 
in accordance with their significance to public 
health. 

Tuberculosis on account of its importance 
from a public health standpoint is given prefer- 
ence in classification over a large number of 
other causes. Pulmonary tuberculosis is given 
preference over the other forms if the chronolo- 
gic sequence of the various types is not indicated 
or unknown. An effort is made to attribute 
everything to tuberculosis that should be. Thus, 
pulmonary hemorrhage unqualified is considered 
as being of tuberculous origin. Pulmonary ab- 
scess and chronic pleurisy unqualified are always 
subject to question. 

There are thirteen subclasses under tubercu- 
losis, divided according to parts affected, viz:— 
Respiratory system 
Meninges and central nervous system 
Intestines and peritoneum 
Vertebral column 
Other bones 
Other joints 
Skin 
Lymphatic system 
Genitourinary system 
Other organs 
Acute disseminated 
Chronic disseminated 
Disseminated unspecified 


tee 
PrPSoP MeN ee wH 


Consequently, the organs or structures af- 
fected should always be given when tuberculosis 
is the cause of death. 

Lobar pneumonia is an infectious disease of 
major sanitary importance. Terminal broncho- 
pneumonia is not, neither is hypostatic pneumo- 
nia. Thus, when pneumonia unqualified is given 
as a cause of death and chronic nephritis, chronic 
myocarditis, chronic valvular disease or cerebral 
hemorrhage as a contributing cause, it cannot be 
properly classified until it is determined if the 
pneumonia was lobar, or the terminal broncho 
or hypostatic type. In these cases, if the lung 
infection was lobar pneumonia, then it is con- 
sidered as the principal cause ; on the other hand 
if it was the broncho or hypostatic type of pneu- 
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monia, then the chronic organic disease is con- 
sidered as the cause of death. 

When meningitis unqualified is given as a 
cause of death, the question arises, was it simple 
meningitis or the epidemic or lethargic type? 

(b) Venereal Diseases and Parasyphilitic Af- 
fictions: These on account of their public 
health significance are given great weight and 
attention in the classification of causes of death. 
In a case of salpingitis or other pelvic infection, 
the question always arises if it was due to gono- 
coccus infection. When paresis or paralysis un- 
qualified is given as a cause, it becomes necessary 
to determine if it was general paralysis of the 
insane. 

(c) Cancer and Tumors: Cancer as a cause 
of death is given preference in classification to 
every disease except the pestilential diseases like 
cholera, plague, yellow fever and typhus. It is 
not given preference over violence as a cause of 
death. 

In deaths from cancer and other malignant 
tumors it is necessary to give the structure or 
organ primarily affected, for that is the basis of 
the subclassification. The International List sets 
up nine subclasses for malignant tumors accord- 
ing to the structures or organs primarily in- 
volved, viz:— 

Buccal cavity and pharynx 
Digestive tract and peritoneum 
Respiratory system 

Uterus 

Other female genital organs 
Breast 

7. Male genitourinary organs 

8. Skin 

9, Other or unspecified organs 


Pom eo pe 


Non-malignant tumors are also classified ac- 
cording to the organs or structures involved. 

Although there is a class for “Tumors, the 
nature of which is Unspecified,” the U. S. Bu- 
reau of the Census and vital statisticians gener- 
ally are disinclined to classify tumors as a cause 
of death under this heading. 

It is therefore evident that tumor unqualified 
as to variety or origin is an unsatisfactory state- 
ment of the cause of death, and consequently 
necessitates correspondence with the physician 
signing the certificate for more definite informa- 
tion, 

(d) Puerperal Causes: Since these have been 
harped on as a too frequent cause of death in 
this country, they have jassumed significance 
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that has spurred vital statisticians and regis- 
trars to connect if possible every death in fe- 
males of child-bearing age with pregnancy or 
childbirth. As a result the inclusion of deaths 
attributable to this cause is probably more com- 
plete than for any other class except tubercu- 
losis and violence when the criminal abortions 
are excluded which are hidden under false causes. 

Puerperal sepsis has received its due share of 
significance, but unfortunately in the Interna- 
tional Lists of Causes of Death prior to the 
third or latest revision, its definition was too 
inclusive in that it comprised deaths from septi- 
cemia following abortion as well as sepsis fol- 
lowing childbirth. In the latest revision of the 
list these were set forth under two classes, 
namely, puerperal septicemia and pyemia, and 
abortion with septic conditions. 

As a result of this change in classification, the 
number of deaths attributed to puerperal sepsis 
in Illinois fell from 282 in 1929 under the old 
method of classifying to 125 in 1930 under the 
new. 

A further review was made at the request of 
Dr. Andy Hall, Director of Public Health, of 
the puerperal sepsis deaths in Illinois during 
1930; since the sensational article by Paul De 
Kruif appeared in the March number of the 
“Ladies Home Journal,” blaming physicians and 
general hospitals for the alleged high death rate 
from puerperal sepsis and claiming that “child- 
bed fever kills one out of eighteen of all married 
women dying between ages fifteen and forty- 
four.” 

This investigation showed that an additional 
34 of the 125 deaths attributed to puerperal 
sepsis in 1930 were in fact due to or associated 
with abortions or miscarriages (one of a preg- 
nant woman no childbirth) leaving only 91 defi- 
nitely chargeable to puerperal sepsis. Inciden- 
tally that represents the death of one out of 
fifty-seven of all married women dying between 
the ages of fifteen and forty-four in Illinois. 

This study is an example, cited to show how 
necessary it is to give definite and complete in- 
formation on certificates of death concerning 
the cause of death. Letters were written to 
physicians and hospitals in connection with 21 
of the deaths from puerperal sepsis recorded 
downstate in 1930 with a view to determining 
if the child was born in the home or in a hos- 
pital. These letters were necessary because no 
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birth certificates could be found on record for 
these births. The 17 replies to these letters re- 
ceived thus far, revealed that a childbirth had 
occurred in only 9 of the cases. In all the others, 
except one, there was an abortion or miscarriage. 
Two of the abortions were self-induced and one 
criminal. Yet the physicians had said nothing 
about this on the death certificate. They had 
simply given puerperal sepsis as a cause of death. 
By this carelessness they helped to furnish ma- 
terial for sensational writers and those. advocat- 
ing state medicine whose first aim is to throw 
the medical profession into disrepute. 

Under puerperal causes are included all deaths 
resulting from pregnancy, parturition and lac- 
The U. S. Bureau of the Census says 
that parturition or miscarriage within one 
month before death should be stated. Whenever 
a woman of child-bearing age, especially if mar- 
ried, dies from a disease which might have been 
puerperal, the cause given should be qualified 


tation. 


by a note, viz., Puerperal or Not Puerperal. 


This applies especially in these cases if any of 
the following diseases are given as the cause of 
death. 

Acute Nephritis, Albuminuria, Convulsions, 
Embolism, Endometritis, Hemorrhage, Metas- 
tasis, Nephritis, Pelvic Abscess, Peritonitis, 
Phlebitis, Pyemia, Salpingitis and Septicemia. 

(e) Violent and Accidental Causes: The 
law in Illinois requires that all such cases shall 
be investigated by the coroner and that the cer- 
tificate of death shall be issued by him. Under 
a recent amendment of the law, coroners now 
handle cases where the death occurred without 
medical attendance. 

The law requiring that the coroner shall handle 
the cases which resulted or are suspected to have 
resulted from “Casualty, Violence or Undue 
Means,” provides for no exceptions. Conse- 
quently, he is required to be called to issue the 
certificate of death whenever an accident was in 
any way responsible for or contributed to the 
cause of death. This is required even if a physi- 
cian has been in attendance and the means of 
injury was such that no one was to blame for it. 

Thus, fractures sustained by invalids and the 
aged at home, cuts and other minor injuries, 
fractures and other injuries sustained by children 
while at play, food poisoning, dog bites and other 
injuries by animals, if resulting in complications 
causing death or in any way contributing to the 
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cause of death are all subject to investigation 
by the coroner. 

Great weight is given to violence as a cause of 
death. Where an aged person suffering from 
hemiplegia following cerebral hemorrhage, sus- 
tains a fracture and then develops hypostatic 
pneumonia or even lobar pneumonia and dies, 
the death is charged to the fracture. 

The manner of injury is used as the basis of 
classification of deaths from violence and very 
little or no attention is given to the kind of in- 
jury sustained. In the latest revision of the 
International List of Causes of Death there is 
no class for accidental fractures. These are 
classified under Accidental Traumatism by Fall, 
Injuries by Animals, Traumatism in Mines and 
Quarries, Accidents from Agricultural Machin- 
ery, Elevator Accidents, Other Machinery Acci- 
dents, Railroad Accidents, Electric Car Acci- 
dents, Motor Vehicle Accidents, Other Land 
‘Transportation Accidents and Air Transporta- 
tion Accidents. 

Physicians giving fracture as a contributory 
cause of death in a chronic case or invalid, rarely 
state the manner of injury, hence, it is necessary 
for the Department to write a letter and get 
this information before the case can be classified 
and tabulated. 

Indefinite and Unsatisfactory Statements of 
Cause of Death: If physicians would keep in 
mind the 214 causes of death included in the 
International List and bear in mind that the 
U. S. Bureau of the Census, the Division of 
Vital Statistics of the State and the local health 
department, are required to classify each case 
under one of the causes in the list, they could 
readily see that such statements as “Acute Dila- 
tation of the Heart,” “Pelvic Tumor,” “Tuber- 
culosis,” “Pyloric Resection” and “Fracture” are 
too indefinite to serve as a basis for classification. 

Briefly stated the indefinite and unsatisfactory 
terms which should be avoided fall under the 
following headings :— 

(a) Merely Prominent Symptoms: 
cludes such terms as the following: 

Acidosis, Albuminuria, Ascites, Atrophy, Blood 
Poisoning, Cardiac Dilatation, Cardiac Weak- 
ness, Catarrh, Coma, Complaint, Congestion, 
Convulsions, Croup, Debility, Dropsy, Eclampsia, 
Edema, Extravasation of Urine, Failure, Fever, 
Fits, Hemorrhage, Hydrocephalus, Jaundice, 


This in- 
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Septicemia, 


Malnutrition, Paralysis, Pyemia, 
Shock, ‘Toxemia, Trouble. 

(b) Disease Names Not Qualified by Infor- 
nation in Regard to Principal or Contributing 
Causes: ‘The following terms are unsatisfactory 
for this reason: 

Abscess, Acute Nephritis, Bronchopneumonia, 
(‘ellulitis, Edema of Glottis, Acute Endocarditis, 
Gangrene, Acute Gastritis, Acute Hydrocepha- 
lus, Infantile Paralysis, Infection, Meningitis, 
Paresis, Parotitis, Peritonitis, Pleurisy, Ptomaine 
Poisoning, Acute Salpingitis, Sclerosis, Specific, 
Tabes. 

(c) Giving the Name of the Disease and Not 
Stating If It Is Acute or Chronic: In endo- 
carditis, myocarditis, nephritis (Bright’s Dis- 
ease) and poisoning by certain organic and min- 
eral substances, it is absolutely necessary to 
know if the condition was acute or chronic before 
the cause of death can be classified. 


Chronic heart and kidney disease take prefer- 
ence in classification over a variety of more or 
less related conditions. For example, chronic 
endocarditis is considered as the cause of death 
even When bronchopneumonia occurred as a 
terminal condition. If endocarditis and broncho- 
pheumonia are given on the death certificate and 
the duration of the endocarditis is not stated; 
then the possibilities are that the endocarditis 
(unqualified) was an acute endocarditis, com- 
plicating a primary bronchopneumonia; or that 
the bronchopneumonia was a terminal condition 
in the case of chronic endocarditis. Influenza 
is classified the same as bronchopneumonia if it 
occurs in connection with a case of chronic en- 
docarditis, myocarditis or nephritis. 

Similar difficulties are encountered with cere- 
bral hemorrhage which is not considered as the 
primary cause of death if it occurs in connection 
with a case of chronic heart disease or chronic 
nephritis. 

In poisoning by lead and other substances it 
is necessary to state if it was acute or chronic. 
The former is classified as a death from violence, 
while the latter is usually an occupational dis- 
ase, 

(d) Without Specifying the Organ Primar- 
ly Affected: This relates to such causes as tu- 
lereulosis, cancer, tumor and abscess. On ac- 
‘ount of the subclasses in the International List 
tnder tuberculosis and cancer previously referred 
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to, it is always necessary when these diseases are 
the cause of death, to state the organ or struc- 
ture primarily affected; abscess and tumor un- 
qualified do not lend themselves to classification. 

(e) Using Indefinite Terms for Organic 
Nervous Diseases: Organic nervous diseases are 
important as a cause of death and when definitely 
stated on the certificate, they are given preference 
in classification to many other diseases includ- 
ing all terminal infections and conditions. In- 
definite terms, especially when they designate 
cenditions which may be functional or sympto- 
matic cannot be interpreted to indicate organic 
nervous disease. Convulsions, coma and paral- 
ysis may be due to uremia or other functional 
disorders. Paresis and paralysis unqualified 
suggest general paralysis of the insane and are 
therefore made the subject of further inquiry. 
Sclerosis should not be used in the sense of 
arteriosclerosis. 

Encephalitis, meningitis and cerebrospinal 
meningitis unqualified always raise the question 
of lethargic or epidemic encephalitis and epi- 
demic cerebrospinal meningitis, diseases of major 
sanitary importance. The cause of these condi- 
tions should be shown on the certificate. For 
example, if meningitis is due to middle ear dis- 
ease, mastoid or frontal sinus infection, the death 
is charged to these conditions instead of the 
terminal meningeal infection. 

(f{) Using Indefinite Terms for Chronic 
Heart or Kidney Diseases: These diseases are 
such a frequent cause of death, that there is a 
tendency to indicate them on the certificate by 
short rather indefinite terms, such as “O H D,” 
“Bright’s,” “Cardio Vascular Disease,’ “Valvu- 
lar Disease” and “Rheumatic Heart.” These 
terms are unsatisfactory because they are too 
indefinite and especially so if given with other 
causes which might take preference in classifica- 
tion. 

Endocarditis and nephritis unqualified always 
raise the question if they were acute and if so 
what was the cause. When these conditions are 
specified as acute; they should be amplified es- 
pecially when the deceased was a child or a 
woman of child-bearing age by the statement rela- 
tive to the cause, even if the statement is nega- 
tive, such as cause unknown, no infectious dis- 
ease, no pregnancy or childbirth. The rule is 
not to consider acute heart or kidney disease as 
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a primary cause of death, but to charge these 
conditions to their causative factors. 

Rheumatic heart disease may mean acute rheu- 
matic endocarditis or chronic valvular disease. 
The use of this term should be restricted to the 
former. 

Acute dilatation of the heart is not satisfac- 
tory as a statement of the cause of death. If no 
further information is available, the death must 
be charged to “cause unknown.” 

(g) Not Mentioning Any Operations That 
Were Performed: Much stress is laid on opera- 
tions in classifying causes of death, because it 
is considered that ordinarily they are performed 
for a condition that threatened life and if not, 
like an operation for hernia or others of choice 
the operation brought on the train of events, 
¢.g., pneumonia or embolus, that caused death. 

Common conditions like gall stones, enlarged 
prostate, hernia, hydrocele, uterine fibroids, en- 
larged tonsils and adenoids, are not considered 
as causes of death when indicated on the certifi- 
cute with some acute infection or other major 
disease, but when an operation is performed 
for these conditions and death results following 


it then they are considered as the cause. 

(h) Giving the Name of an Operation With- 
out Showing the Disease or Condition for Which 
the Operation Was Performed: This applies to 
such terms as pyloric resection, hysterectomy, 
prostatectomy, cholecystectomy, amputation and 


se forth. Such operations may be performed 
for a variety of conditions. All those enumer- 
ated are frequently resorted to for the radical 
removal of malignant growths. Consequently, 
they cannot be used as a basis of classification 
of the cause of death. 

In operations on the gall bladder and biliary 
tract, the causative factors commonly encoun- 
tered, namely, gall stones or cancer should be 
stated on the certificate. On account of the 
interest shown by the U. 8. Bureau of the Cen- 
sus in attributing biliary tract conditions to 
their primary source, a negative statement in 
regard to these conditions should be made when- 
ever necessary, especially if gall stones are not 
found. 

In order to cut down correspondence, vital 
statisticians have at times accepted appendec- 
tomy to indicate appendicitis, but questions 
arise when this operation is indicated on the 
death certificate with other operations which 
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ir. practice are often performed simultaneously 
or with which an appendectomy is thrown jp 
for full measure. Appendicitis is given prefer- 
ence in classification to salpingitis (unqualified), 
cholecystitis and peritonitis. To avoid error 
in such cases, appendectomy cannot be interpreted 
to mean appendicitis in accurately classifying 
these joint causes. 

(i) In External Causes, Giving the Effect and 
Not the Cause or Means of Injury: Fracture, 
shock, hemorrhage, rupture of an organ or crush- 
ing of a structure or part, may result from e 
number of external causes in the International 
List. 
be used as a basis of classification for deaths 
from external causes, because the means of in- 
jury is used to classify this class of deaths. 

(j) In Deaths from External Causes, Not 
Stating If They Were Suicidal, Homicidal or 
Accidental: This and the preceding item are 
matters that concern especially the coroners be- 
cause they only can legally issue certificates of 
death in this class of cases. 

(k) Giving No Information Rather Than 
Probable or Approximate: A large proportion 
of the diagnoses in cases where the physician 
was called late during the fatal illness, are prob- 
able rather than positive. There are some 
physicians who refuse to make any kind of a 
diagnosis in such cases, thus making it necessary 
to charge the death to unknown causes. A 
probable or partial diagnosis, in such cases, is 
better than none. 

An approximate statement of the date of onset 
and the age is more satisfactory than giving 
them as “unknown.” This especially is true of 
the date of onset of the various conditions or 
processes given as the cause of death. 

Other Statistical Information on the Death 
Certificate: Practically all of the data called 
for on the certificate are used for statistical pur 
poses. The most important item, next to the 
cause of death that the physician is primarily 
responsible for is the date of death. This is used 
as a basis for the chronologic distribution of 
the deaths. 

This item is checked against the dates of at 
tendance which the physician is also required t0 
show on the certificate. If any discrepancy } 
found in these dates which throw some doubt 0 
the date of death as shown, it is necessary t? 
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ccrrespond with the physician and get the cor- 
rect information. 

The correct statement of the age is necessary 
for the proper age grouping of the deaths, es- 
pecially for young infants where such grouping 
is for days and weeks. Here again the date of 
death is checked against the date of birth in 
order to check the age as stated on the certifi- 
cate. 

In the latest revision of the Illinois Certificate 
of Death, the question, “Where was disease con- 
tracted?” is changed to—If a communicable 
disease, “Where was it contracted?” The an- 
swer to this question may contain important 
epidemiological information for the health de- 
partment. 

In 1931, the State Department of Health 
made a serious attempt to get full information 
on the occupation of the deceased on the assump- 
tion that the U. S. Bureau of the Census would 
take up this phase of vital statistics after the 
1930 Census. Before the year was ended it be- 
came evident that the changes in occupation 
brought about by the financial depression, were 
so numerous that a tabulation of occupations of 
the deceased at this time would not be repre- 
sentative of actual conditions several years prior 
to the date of death. Consequently, the tabula- 
tion of occupations was discontinued at the end 
of 1931. 

The information must, however, still be en- 
tered on the certificate, because the U. S. Bu- 
reau of the Census is requiring this data for 
the compilation of data relating to employment. 

The latest revision of the standard certificate 
requires the information in regard to occupa- 
tion to be stated under four entries. The first 
two relate to the kind of occupation and if care- 
fully read and understood should result in ob- 
taining the definite information necessary for 
the classification of occupations, as now em- 
ployed by the U. S. Bureau of the Census. 

The first entry calls for the trade, profession 
or kind of work done, the second for the indus- 
try or trade in which work was done. The Bu- 
reau of the Census desires to have the last oc- 
cupation engaged in by the deceased just prior 
to death shown on the certificate. If the de- 
ceased was not gainfully employed or if he was 
in a sanitarium or institution, it wants the oc- 
cupation shown as “unemployed.” Apparently, 
its aim is to get statistics of employment, in- 
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stead of data relating to the effect of employment 
upon mortality. 

The information on death certificates in re- 
gard to employment is required to be supplied 
by the undertaker over the signature of the in- 
formant. 

Stillbirth Certificates: A separate certificate 
is required by the Illinois law for the reporting 
of stillbirths. 

Certificates of stillbirth are required if the 
child has advanced to the fifth month of utero- 
gestation. The certificate resembles the death 
certificate in that it embodies a certificate of 
the attending physician or midwife and entries 
for the personal and statistical data to be signed 
by an informant. The undertaker must secure 
this certificate and file it with the local registrar 
to obtain the necessary burial permit. 

The principal information to be supplied by 
the attending physician is the period of utero- 
gestation and the cause of the stillbirth. 

There has been a falling off in the number of 
stillbirths reported during recent years. Physi- 
cians in private practice are probably becoming 
somewhat negligent in making these reports. 
In 1930 there were 4,312 stillbirths reported, 
2,353 of these or 54.6 per cent. were reported 
by hospitals. 

Birth Certificates: What has been said of 
the importance of accurate death certificates for 
the purposes of a legal record, and sources of 
statistical information applies equally to certifi- 
cates of birth, with this exception, that birth 
certificates as legal records are more frequently 
demanded for the individual during various pe- 
riods and occasions of his life. 

The principal difficulty in securing complete 
certificates of birth, and the cause of much cor- 
respondence with physicians and local registrars, 
is the failure or inability to supply the given 
name of the child. In part this difficulty is due 
to the parents changing the name after having 
given it to the physician or registrar. Not in- 
frequently the name is misspelled. 

The mailing of a Certificate of Birth Regis- 
tration to the parents by the Department of 
Health, discloses all of these discrepancies and 
for that reason alone the procedure of mailing 
these copies to the parents serves its purpose for 
it discloses these errors at a time when they 
can still be easily corrected. 

According to law, it is the duty of the local 
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registrar, in cases where the child is not named 
within the ten days allowed the physician or 
midwife for filing the birth certificate to “make 
out and deliver to the parents of the child a 
special blank for the supplemental report of the 
given name of the child which shall be filled 
out as directed and returned to such registrar 
as soon as the child shall have been named.” 

The Certificate of Birth Registration calls for 
the occupation of the parents, under the same 
four headings as the certificate of death. This 
information on the birth certificate is required 
to be entered by the physician. The U. S. Bu- 
reau of the Census requires this information for 
the tabulation of statistics of employment of par- 
ents as presented in the annual volume of Birth, 
Stillbirth and Infant Mortality Statistics. 

Much correspondence is necessary to obtain 
correct information in regard to the number of 
children born and living. The three questions 
on the certificate in reference to these data 
should be answered so as to include the child 
whose birth is covered by the certificate. This 
applies also to stillbirths. 

The post office address of the parents is re- 


quired so that the Certificate of Birth Registra- 
tion can be sent to them. The 1930 revision of 
the birth certificate called for the “residence or 
usual place of abode of the parents,” which was 


found to be too general. In the latest revision, 
this has been changed by adding the post office 
address. 

Supplemental Reports: The Vital Statistics 
Act makes it illegal to wilfully alter otherwise 
than is provided for in the Act, any certificates 
of births, stillbirths and deaths. It permits 
marginal notes to be placed on such certificates, 
attested by the registrar or official authorized. 
The Attorney General has held that supplemen- 
tal reports signed by the person required to fur- 
nish the information are the best way of mak- 
ing the necessary corrections on these certificates 
legally and the Department has adopted this 
method and found it very satisfactory, in that it 
furnishes the information over the signature of 
the informant. When made in triplicate, as is 
the practice, the original is attached to the cer- 
tificate, one copy is retained by or returned to 
the local registrar and the other is filed with 
tie county clerk. 

Hospital and Institutional Records: The Vi- 
tal Statistics Act following the model law very 
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wisely provides that all superintendents or per- 
sons in charge of hospitals, almshouses or other 
institutions “to which persons resort for treat- 
ment of diseases, confinement or are committed 
by processes of law shall make a record of all 
the personal and statistical particulars relative 
to the inmates of their institutions.” Also that 
the physician in charge shall specify for entry 
on the records the nature of the disease or injury 
and where in his opinion it was contracted or 
received for all persons admitted to any such 
hospital or institution for medical or surgical 
treatment. 

If this were done, especially in all almshouses, 
jails and institutions for the care of the insane, 
much less difficulty would be experienced in fil- 
ing complete and accurate certificates of death 
for persons dying in such institutions. The law 
requiries that for deaths in hospitals and insti- 
tutions the personal and statistical particulars 
shall be furnished by the person in charge, who 
shall obtain them from the records of the hos- 
pital or institution. 

Duties of Local Registrars: Local registrars 
are required under the Illinois law to carefully 
examine each certificate of birth, stillbirth or 
death when presented, to see if it has been made 
out properly. If incomplete or unsatisfactory, 
they shall call attention to the defects and in 
their discretion may withhold the issuance of a 
burial or removal permit until the defects are 
corrected. Manifestly, the latter procedure can- 
not be applied when the birth certificate is found 
defective. 

DISCUSSION 

Dr. John W. H. Pollard, Evanston: I wish to 
congratulate Dr. Koehler on the excellence of his 
paper. It is concise, replete with information and, 
withal, accurate as to details—all of which is char- 
acteristic of Dr. Koehler’s method of procedure. 


After listening to the multitude of errors which 
annually occur in the making of certificates of deaths 
and births, I, as a local Registrar who is supposed 
to pick up these errors at the time the certificate is 
received and to have them corrected before forward- 
ing to Springfield, rather feel as though this occa- 
sion simulates a confessional for having “left undone 
those things which I ought to have done and done 
those things which I ought not to have done.” How- 
ever, I know that in some instances errors which 
have been committed have been picked up and cor- 
rected before the certificates have been forwarded, so 
some service, though incomplete, has been rendered 
the State Department of Vital Statistics in the past. 
I believe I can speak for the other local Registrars 
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here present, when I extend assurances to Dr. Koehler 
that we shall endeavor to be of greater service to him 
and his department in the future. 

The paper you have just heard deals largely with 
the problems facing the state department. Each local 
Registrar also has his problems to solve. These, of 
course, vary from community to community. Among 
our local problems has been the procurement of the 
cooperation of our local undertakers and those of 
the adjacent territory. For their benefit we maintain 
a twenty-four-hour release service. In return, all 
out-of-town undertakers work through our local un- 
dertakers in securing the release of bodies to be taken 
to Chicago and elsewhere. This method of pro- 
cedure has dissipated the friction and misunderstand- 
ing of the old days and has done away with any sug- 
gestion of the so-called “body-snatching” of the days 
of long ago. 

In connection with the causes of death, we have ex- 
perienced some embarrassment in those instances where 
pneumonia is given as a contributory cause. Failure 
of the physician to indicate whether or not the pneu- 
monia is “terminal” makes it necessary to contact the 
signer of the certificate and secure the necessary in- 
formation. 

Only a day or two ago one of our prominent physi- 
cians signed a death certificate giving “pneumonia” 
as a contributory cause. When notified that he had 
failed to report a case of pneumonia, he stated that 
this case was not reportable because it was terminal. 
Had the word “terminal” appeared on the certificate 
to qualify the “pneumonia,” the necessity of calling 
the physician’s attention to a presumable omission 
would have been obviated. 

In closing this discussion I want to again congratu- 
late Dr. Koehler on his far-sightedness in putting this 
information in such readable form that it will attract 
the attention of physicians and undertakers and recall 
to their minds some of the details in connection with 
the completion of death certificates which may have, 
as a result of the busy daily routine, slipped away 
from them. 


COMPLICATIONS OF CATARACT 
SURGERY IN INDIA* 


Louis BotuMaNn, M.D. 
CHICAGO 





This report deals with one thousand cataract 
operations performed during January and Feb- 
ruary, 1932, at the Seth Hilarand Hospital in 
Shikarpur, Sind, India.* 

I shall describe briefly the routine and tech- 
nique employed. 





*From the Division of Ophthalmology, The University of 
Chicago, Dr. E. V. L. Brown, Director. 

*Read before Section on Eye, Ear, Nose and Throat, II. 
State Med. Soc., Springfield, May, 17, 1982. 

1. The operations reported were done by Dr. Beulah 
Cushman and Dr. O. B, Nugent of Chicago, Dr. W. I. Lillie 
of Rochester, Minn., and the author. 
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The patients were admitted to the examining 
room in droves of two hundred, filed by the ex- 
amining physician, a missionary general practi- 
tioner, and the intraocular surgical cases as- 
signed to the clean operating room. They were 
told to squat on the floor while the Indian assist- 
ants instilled 4% cocaine and then adrenalin 
into the conjunctival sac, a procedure which re- 
quired approximately twenty minutes. Next they 
were instructed to climb upon the operating 
table. First the tension was taken with a 
Kaillart tonometer. Then the skin of the lids 
was washed with a 1 to 10,000 bichloride of mer- 
cury solution, the operator using only his fingers 
(no cotton or gauze could be wasted for this pur- 
pose) and the conjunctival sac irrigated with the 
same solution, any secretion being dislodged by 
rubbing the lids against each other. No sterile 
towels or drapery of any kind was employed. 
The operator scrubbed his hand with soap and 
water and used no other solutions or gloves. 
The instruments were sterilized by boiling in 
water for scarcely more than five minutes and 
placed in a tray of cold water to quickly reduce 
their temperature so that they could be readily 
handled and no time lost between operations. 
The Indian assistants were very careless and fre- 
quently forgot to change the cold water more 
than once or twice during a morning’s work. 
The sharp instruments were kept in 95% alcohol 
and simply wiped off and returned to the alcohol 
immediately after being used. No. medication 
was used after operation. Both eyes were band- 
aged and the patients lifted off the table, placed 
on a stretcher and carried to bed. Unless the 
patient complained of pain, or there was blood 
or a discharge on the bandage, the first dressing 
was not done until the fifth day. At that time, 
atropine drops were instilled into the conjunc- 
tival sacs and both eyes bandaged. On the sev- 
enth day, a green shade was placed over the 
eves and no bandage used and the patient dis- 
charged on the ninth day. This routine was 
varied only in case of complications. 

The routine of the clinic has always been the 
typical Smith-Indian operation with complete 
iridectomy, but this year various methods were 
used. Since we could not choose our cases, and 
the pupils were usually small, an iridectomy 
was done first after the corneal section. Most 
cataracts were removed by pressure (56.6%). 
The Elschnig capsule forceps was employed in 
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12.8% and the Barraquer operation in 7%. 
In 7.5% the cataracts were removed with a lens 
loop but this was employed only in complicated 
cataracts, dislocated lenses and in those in which 
vitreous either presented or prolapsed. In 
16.1% of the cases, a capsulotomy or extra-cap- 
sular extraction was done. This group in- 
cluded most cases with high tension, all the con- 
genital cataracts and those cases where the lens 
capsule ruptured when attempting an intra- 
capsular operation. The latter occurred in 71 
cases. I have no figures to support my conten- 
tion, but my impression is that this occurred 
more often when the corneal incision was too 
small to allow easy delivery of the lens. 


TABLE 1 
Smith- Elschnig Capsul- Loop 
No. Indian Forceps otomy  Barraquer Extraction 
1000 566 128 161 70 75 
No records were kept of the average run of 
mature or incipient cataracts. They were all 
grouped as operable cataracts. There were 952 
in this group, 85% of which were mature. Ta- 
ble I-A indicates the types of cataracts operated 
on in this series. 
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docyclitis and five were vitreous abscesses. The 
latter all resulted in blind eyes. These figures 
are very striking—only 1.3% of infections. 
Prolapse of the iris occurred in seventeen cases, 
eleven times with rupture of the wound and six 
times in simple incarcerations. One of these 
occurred in twenty-two cases of intracapsular ex- 
traction performed through a round pupil with- 
out iridectomy or iridotomy. This was a group 
of selected cases with pupils which dilated to 
seven millimeters under the influence of cocaine. 
Rupture of the wound occurred in twenty-one 
cases, eleven with prolapse of the iris and ten 
with everted corneal flaps. It happened 5 times 
with the Smith-Indian operation; twice with 
spoon deliveries, once with Barraquer and once 
it occurred in a case where the lens followed 
the incision. No sutures were used in any case 
at the time of the operation except the first few 
Barraquer operations yet only nine cases had 
everted corneae in spite of the fact that many 
of the patients were sitting up soon after the 
operations and most of them got out of bed to 
answer nature’s calls. Since this complication 
was usually discovered on the fifth day, the re- 


TABLE 1-A 
TYPES OF CATARACT 





Mature r 
and Calcified Old 


Incipient Congenital Lens Iritis 
952 17 6 18 
The complications include all accidents occur- 

ring at the time of the operations and the acci- 

dents and infections which followed. 

Loss of vitreous occurred in forty-five cases. 
This group contained three cases of couched cat- 
aracts, one dislocated lens, and five cases of 
glaucoma cataracts so that in apparently normal 
eyes, vitreous was lost 36 times or in 3.6% of 
all cases in this series. None of the thirty-six 
cases had serious visual defects, a fact which 
bears out Knapp’s* statement, “While I do not 
wish to minimize escape of vitreous, the visual 
results of this group speak for themselves.” He 
had 9 cases of loss of vitreous in which the vision 
was 20/20 in 2; 20/30 in 5; 20/50 in 2. 

Infections were very uncommon in spite of the 
little preparation and the infected conjunctivae 
which were not treated before operation. In all, 
there were thirteen infections. Eight were iri- 


‘Arnold Knapp: Report of a Second Hundred Successive Ex- 
traction of Cataracts in Capsule After Subluxation with Cap- 
sule Forceps. Archiv. of Aph., Vol. 44 (old series), 1921, p. 426. 


Complicated 


~ Glaucoma 
Dislocated Couched with 
Lens Cataract Secondary Cataract 
3 3 6 23 





pairs were not very successful. The repair was 
made by incising the cornea at the limbus (en- 
larging the corneal section with a scissors) and 
drawing a large conjunctival flap over the entire 
cornea after cauterizing any prolapsed iris or 
vitreous present. Five of the nine eyes were 
saved but these had very poor vision—hand 
movements at 3 feet. 

Kxpulsive hemorrhage occurred in 10 cases 
and seven of these eyes were eviscerated. No 
enucleations were done as it is almost impossible 
to obtain permission for such an operation be- 
cause of religious prejudice. None of these 
hemorrhages occurred on the table, but happened 
on the second or third day. This happened in 
both eyes of one patient whose tension was Right 
25, Left 20 mm. Two other eyes in this group 
had normal tensions, 17 and 18. The others all 
had high tensions. One had 30 mm., one 38, one 
40, two 60 and one 90. In this group the lens 
followed the corneal incision once; one case Was 
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TABLE 2 


Chor. and 
Ruptured Indo- Iris 
Capsule Cyclitis Prol. 


Loss of 

No. Vitreous 

1000 45 71 8 Pid 10 
Knapp 

300 32 12 11 3 


Expulsive Eviscer- 
Hemorrhage ation 


7-Rupt’d Wound—, 
Iris Everted 
Hyphema Prol. Flap 


Vitreous Lens in 
Abscess Vitreous 


yj 36 11 10 5 3 
Enucl. 
1 11 0 0 


Percentage 


Indian 4.5 72 8 bY 3 1.0 
Knapp 16 2.3 4.0 3.6 1.0 


a spoon delivery of the lens; three were intra- 
capsular extractions and five were capsulotomies. 

Hyphaema was seen in thirty-six cases, most 
of which had complete iridectomies. One case 
had a round pupil and no iridectomy. It was 
seen in all types of operations but did not im- 
pede the recovery. 

The lens was dipped into the vitreous in three 
eyes. It appeared in the conjunctival sac once, 
was removed from the pupillary space later in 
the two other cases. One of these developed a 
severe iridocyclitis and had only perception of 
light. 

In the above table, the figures for this series is 
compared w.u the three hundred cases reported 
by Dr. Arnold Knapp.* The lower figures rep- 
resent the same thing expressed in percentages. 
It is interesting to note that percentages of 
chorioidal hemorrhage and hyphaema are ex- 
actly the same. There was a lower percentage 
of vitreous and iris prolapse in our series. We 
had a lower percentage of infections but had five 
vitreous abscesses while there was none in his 
series. We had three times as high a percentage 
of ruptured capsules. Rupture of the wound 
occurred 3.3% in his series and 2.1% in ours. 

It is interesting to note that 110 cases had 
tensions higher than 25 mm. of mercury. There 
were 56 between twenty-five and thirty; 20 be- 
tween thirty and thirty-five; 10 between thirty- 
five and forty; 12 between forty and forty-five ; 
2 from forty-five to fifty; 3 from fifty to fifty- 
five; 6 between fifty-five and sixty and 1 had a 
tension of ninety. In other words, approxi- 
mately half of the pathological tensions was be- 
tween 25 and 30 while half was more than 30 
mm, of Hg. 


*A Report of One Hundred Successive Extractions of Cat- 
aracts in Capsule After Subluxation with a Capsule Forceps. 
Archiv. of Oph., Vol. 44, 1915. 

Report of a Second Hundred, etc. Archiv. of Oph., Vol. 
50, 1921. 

Report of a Third Hundred, ete. Archiv. of Oph., Vol. 5, 
1931, 


33 


The results of lens extractions in glaucoma 
cataracts of which there were 23 are especially 
interesting. Complications arose in 13 of these. 


TABLE 3 
TABLE OF TENSIONS 

No. 
Cases 25-30 30-35 85-40 40-45 45-50 50-55 55-60 96 
110 «66 80s—ia2tié—T 2 3 Ona 

Prolapsed iris occurred in five cases; expulsive 
hemorrhage in five; eversion of the cornea in 
two; and prolapse of the vitreous in one. ‘Ten 
of these cases were not complicated. These re- 
sults are arranged in Table 4. 


TABLE 4 


COMPLICATIONS OF GLAUCOMA CATARACTS 
(23 CASES) 


Prolapsed Expulsive Everted Prolapse of 

Iris Hem. Flap of Vit. Normal 

5 5 2 1 10 

The visual results cannot be tabulated accu- 
rately. No accurate refraction was done in any 
case. Scarcely any of the patients could afford 
glasses had this been possible. There were 
twenty-five blind eyes in the series; 10 chorioidal 
hemorrhages; 10 everted flaps and five vitreous 
abscesses. Eleven patients disappeared and could 
not be found on the iifth day when we made 
rounds. All the other cases with poor vision 
had scarred corneae, optic atrophy, or old glau- 
coma. The intracapsular cases when discharged 
from the hospital could usually count fingers at 
six feet, had some redness but with clear cornea 
and black pupils. The capsulotomy cases had 
cortex and capsular remnants in the pupillary 
space. They were all able to get about alone 
and felt sure that they could see well enough to 
avoid ox carts and the occasional automobile 
they might encounter. 

Of the later complications, we know nothing. 
There must be quite a number of secondary cat- 
aracts in the capsulotomy cases, some retinal 
and chorioidal detachments, and perhaps some 
infections, but being unable to follow up the 
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cases, or to get any record of previous years’ 
results, | regret that 1 must omit that most in- 


testing phase of ophthalmic surgery as done in 


the mission hospitals in India. 


DISCUSSION 
Dr. O. B. Nugent, Chicago: It must be remembered 
that in India we had very bad patients; most patients 
were non-co-operative in one way or another. This 
is due mostly to the mental caliber of the patients, 
most of whom were from rural districts, had never 
received any sort of education, possessed a very meagre 
vocabulary and an understanding so inadequate that it 
would oftentimes tax the ingenuity of our native in- 
terpreters to get them to comprehend and execute the 
most simple orders. 

To cite an instance, I will tell you of a very com- 
mon occurrence. A patient would be led to the oper- 
ating table and told to get onto the table and lie down. 
This he would start to do, but the order would only 
be carried out to the extent that almost invariably 
we would find our patient sitting upright on the table. 
It would then be necessary to tell him to lie down on 
the table—the word to express this command is “suhm” 
—and it was necessary to repeat this word from ten 
to thirty times before we made ourselves understood. 
This was not because he did not wish to co-operate, 
but because of his poor receptive powers, his exceed- 
ingly low mentality, and partly because of fear. 

These patients are very religious and their meagre 
minds are full of all sorts of superstitious religious 
ideas, so in order to eliminate that element of danger 
it was often necessary to call in the native padre to 
repeat a prayer just before the operation—which, inci- 
dentally, sometimes worked as well as if a sedative 
had been administered. Dr. Holland always kept this 
in mind, and I have seen him quiet hundreds of the 
most unruly patients by repeating a prayer in their 
native tongue just before he operated. Dr. Holland 
has been unusually successful in handling these peo- 
ple, and that is due to the fact that he never over- 
looked those little things which seem to us so trifling, 
and yet to those poor, ignorant patients are of para- 
mount importance. Not having him with us this year 
we missed the benefit of his numerous experiences 
in the conduct of the affairs of the clinic. 

I speak of this to show you to some extent the type 
of patients we had to deal with, and if, from Dr. 
Bothman’s report of the results of the work, some of 
the complications seem unusually high, you may real- 
ize the disadvantages we had to attempt to overcome. 

Several patients we never saw after the operation 
was performed. We have no records of how long they 
remained in the hospital or why they left—all we know 
is that when it came time to remove the dressings to 
inspect the eyes, the patient was missing. 

About half the operations I did during the 1932 
season were performed by expression, the remainder 
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by combination of traction and expression, The re- 
sults are here tabulated: 

7——Complications During Operation——~, 

Operation 

Spoon Finished Dis- 

by Smith 

Method 


located 
Lenses 


Vitreous De- 
Loss livery 


Burst 
Capsule 


Per- 
cent 


Type of 

Operation 

Smith 

Indian 

Rarraquer 

Forceps 16.8 of 0 

Dislocated 

Lenses 0.7 100 100 0 

Lenses 

Following 

Incision 2.5 0 
The high percentage of spoon deliveries with the 

Smith-Indian method is due to the fact that often the 


spoon was used in unruly patients just as a safeguard. 
IMMUNIZATION AGAINST SCARLET 
FEVER* 
Ratpu P. Peatrs, M.D. 
NORMAL, ILL. 


54.6 : 92.3 1.3 
25.4 3. a) 3. 3.0 0 
0 


50.0 0 0 0 





To Sydenham of London is given the credit 
of first describing the disease which we now 
recognize as scarlet fever. It was in 1675 that 
he differentiated it from measles with which it 
had been confused. The earliest reference to 
the disease as it appeared in epidemic form was 
in 1543 when it occurred in Sicily. 

Although the disease has been found in all 
parts of the world yet it has been more prevalent 
in the temperate zone. The first appearance of 
scarlet fever in the United States was in 1735 
and it occurs more frequently in the northern 
than in the southern states. It is not as easily 
transmittted as some of the other contagious dis- 
eases but it has always been considered a treach- 
erous disease and occurs most frequently in 
children under ten years of age. In recent years 
it has appeared to be less severe and the mor- 
tality has not been as high as it was formerly. 
Probably none of the contagious diseases are 
more frequently followed by complications of 
a serious nature than is scarlet fever. The 
mortality rate does not truly represent the seri- 
ous nature of the malady. 

According to the figures of the State Depart- 
ment of Health there occurred in Illinois dur- 
ing the five year period, 1926-1930, 73,035 cases 
of scarlet fever, causing 1,172 deaths. This is 
an average of 14,607 cases and 234.4 deaths. No 
accurate estimate can be made of those who re- 
covered from the acute attack but suffered from 


*Read before Section on Public Health & Hygiene, Illinois 
State Medical Society, Springfield, May 18, 1932. 
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complications, many of which proved to be of a 


serious nature. 

For many years research workers had endeav- 
ored to find the specific organism which caused 
the disease and it was thought to be a strepto- 
coccus. In 1923, after several years of inten- 
sive work, Doctors George F. and Gladys H. 
Dick reported that they had isolated the specific 
organism and had found it was a variety of 
hemolytic streptococcus. They perfected a test 
for susceptibility, an antitoxin for therapeutic 
use and a method of active immunization against 
the disease. In order to control the manufacture 
and assure the public of reliable potent material, 
a Scarlet Fever Committee was organized by 
the Dicks, a patent was secured and this was 
assigned to the committee. Biological manufac- 
turers must obtain a license from the Scarlet 
Fever Committee before offering these products 
to the profession. 

The first scarlet fever antitoxin was produced 
by Moser in 1902. He injected living beef 
broth cultures obtained from the throats of scar- 
let fever patients into horses and obtained a 
serum which was both antitoxic and antibacteri- 
cidal. In 1923 the Dicks brought out their anti- 
toxin, which is produced by injecting horses with 
scarlet fever streptococcus toxin. The serum 
obtained from the horses is antitoxic and anti- 
bactericidal. 

One cannot read the abundant literature on 
scarlet fever which has appeared since this dis- 
covery without being impressed by the fact that 
there is a great difference of opinion among 
writers as regards the prevention and treatment 
o! this disease. Most writers are agreed that the 
Dick test is a reliable guide of susceptibility. It 
seems to us that those who have accurately fol- 
lowed the Dick method of immunization have 
been favorably impressed with the results. Some 
physicians have not followed the Dick method 
but have used antigens which have been followed 
by severe reactions. Often the discomfort from 
an urticaria has been worse than the average 
case of scarlet fever. Immunization can never 
become popular if the material used produces 
reactions which are more severe than the disease 
itself, 

We believe that the cause of these severe re- 
actions which have prejudiced physicians against 
immunization has been due to the fact the Dick 
method and technique have not been followed. 
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We have never used any material which has not 
been approved by the Scarlet Fever Committee 
and we have never seen a very severe reaction 
from either the toxin or the antitoxin. We have 
known of physicians who have used material 
produced by manufacturers who were not li- 
censed by the Scarlet Fever Committee. Very 
severe reactions have followed the use of this 
material. A few experiences of this kind are 
sufficient to cause a physician to change his mind 
about immunization. Had the Dick method 
been followed, these severe reactions would prob- 
ably not have occurred. We feel that much un- 
just criticism has been given scarlet fever im- 
munization due to the failure of physicians to 
carry out the Dick method. We have had no 
experience in the use of antitoxin as a prophy- 
lactic measure. 

Our experience with the Dick test and scarlet 
fever immunization is based largely upon work: 
done during the past seven years at the Illinois 
Soldiers and Sailors Children’s School, an in- 
stitution which cares for more than 700 children. 
Late in 1925 we began Dick testing, as scarlet 
fever had appeared in the institution. Among 
464 children tested at that time, we found 147 
positive and 317 negative. All positives 
were immunized by giving five doses of scarlet 
fever toxin. The reactions which occurred were 
more severe than those following diphtheria im- 
munization, vat were not alarming in any case. 
Some additional tests were made in 1926 and 
in 1928. 

Since there has been some question as to the 
efficiency of scarlet fever immunization, we felt 
that it would be desirable to have our work 
checked by somebody with more experience in 
this work. Dr. Gladys H. Dick was invited to 
come to the institution. In July, 1930, she 
tested all the children, and we have continued 
to test all new children soon after their admis- 
sion. Among 689 tests made during the late 
summer and fall of 1930 she found 225 positive 
and 464 negative. Recent tests made upon 86 
children show 27 positive and 59 negative. A 
summary of these tests show 399 positive, 840 
negative among 1,239 tested, which is 32% pos- 
itive. All positives have been immunized with 
five doses of toxin. The dosage we are now 
using is as follows: 500, 2,000, 8,000, 25,000, 
86,000, S. T. D. 

The most frequent symptom found after the 
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injection of toxin was vomiting. It occurred 
in about 1% following the first dose, 10% fol- 
lowing the second dose, 25% following the third 
dose, 11% following the fourth dose and 5% 
following the fifth dose. Most of these cases 
had temperature for 24 hours, but in no cases 
were there any alarming symptoms. Since we 
have given over 2,000 injections of toxin with no 
serious results, we feel that scarlet fever im- 
munization is a safe procedure. 

Two weeks after the fifth dose of toxin has 
been given we retest these children, and about 
8% will still give a positive test. These chil- 
dred are then given a sixth dose the same size 
as the fifth dose. 

We feel that the efficiency of scarlet fever 
immunization in this institution can be readily 
determined by a review of the records. In 
1923 we had 50 cases; in 1924, 5 cases; 
1925, 14 cases; in 1926, 75 cases. Immuniza- 
tion started in December, 1925, dur- 
ing an epidemic. In 1927 we had 4 cases; in 
1928, 4 cases; in 1929, 1 case. This occurred 
in October and we have had no cases since that 
time, a period of two years and seven months. 
Our records show that no cases of scarlet fever 


was 


have occurred among children who have been 
There is no doubt in our minds 
that our freedom from the disease during the 
past two and one-half years is due to the fact 
that our children have been immunized, because 
the disease has occurred in neighboring institu- 


immunized. 


tions during this period. From our experience 
we believe that scarlet fever immunization is just 
as efficient as diphtheria immunization. We 
know that scarlet fever can be controlled by a 
systematic testing of children and the immuni- 
zation of all susceptibles. 

Since there has occurred in Tlinsis an average 
of over 1,000 cases per month for the past five 
years, with an annual loss of 234 lives, is it 
not time that something definite should be done 
to control this disease? We have the means at 
our command to control scarlet fever and if we 
are to be considered as progressive in the appli- 
cation of preventive medicine, we should make 
use of this safe and scientific method of con- 
trol. We wish to express our appreciation to 
Dr. Dick for the help and advice which she has 
given. 

CONCLUSIONS 

The Dick test is a reliable test of suscepti- 

bility to scarlet fever. 
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In an institution caring for more than 700 
children, scarlet fever has been controlled by 
testing and immunizing all positives, accord- 
ing to the Dick method. 

In no case have alarming symptoms followed 
the injection of five doses of toxin each to 399 
children. 

Immunization is a safe and scientific method 
of controlling scarlet fever, and a more general 
use of the method should be encouraged. 

123 North Street. 


DISCUSSION 


Dr. J. J. McShane, Springfield: Dr. Peairs is to 
be complimented on the results of his scarlet fever 
immunization work in the Illinois Soldiers and Sailors 
Children’s School. 

I believe it will be of interest in discussing this 
paper to give some statistics relative to the immuinza- 
tion work that was carried on in some of our state 
institutions by Dr. S. S. Winner, who was Chief 
District Health Superintendent, and who died about 
two years ago. This work was started in two state 
institutions in northern Illinois in March, 1926. Five 
doses were given, starting with 300 skin test doses 
for the first; 1,500 for the second; 7,500 for the third; 
20,000 for the fourth and 30,000 for the fifth. Children 
in seven institutions were given the Dick test and 
later doses of scarlet fever toxin ranging from 500 
skin test doses in the first; 2,000 in the second; 8,000 
in the third; 25,000 to 27,000 in the fourth, and rang- 
ing from 50,000 to 68,000 in the fifth. The percentage 
of negative results ranged from 86 to 96 per cent. 

In Manchuria, Toyoda and co-workers found that in 
using the raw toxin they could immunize children to 
the extent of about 85 per cent. Since 1925 by active 
immunization they were able to reduce the morbidity 
among 3,194 primary school children in Dairen to 
one-forty-third the rate for the unimmunized. Toyoda 
believes that Dick toxin has a practical value, but 
we must give more than 30,000 skin test doses if we 
expect to immunize the individual. However, in this 
country at the present time some men are giving in five 
doses more than 90,000 skin test doses. 

Dr. M. V. Veldee, Surgeon of the U. S. Public 
Health Service, has been carrying on a number of 
experiments relative to the antigenic value of scarlet 
fever streptococcus toxin modified by the action of 
formalin. He gave the toxin detoxified antigen to 
115 Dick positive individuals. These were divided 
into four groups—31 of elementary school age; 50 
young men and. women attending a normal school; 
18 children living in an orphans’ home, and the fourth 
group consisted of 16 first year nurses in a general 
hospital. 

The results of his work is very interesting. The 
number of doses given in the first group was four, 
the first dose being 5,000 skin test doses; the second 
10,000; the third, 20,000; the fourth 30,000. The time 
interval between doses was seven days and the num- 
ber of children given the treatment 31, average age 
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being 8. Reactions none. Number of children re- 
tested was 30 with no positives. 

The other three groups were given three doses be- 
ginning with 10,000 skin test doses for first dose. 

In group two, 20,000 were given for the second 
and 25,000 for the third dose. Time interval between 
doses was 21 days and the average age was 19. Num- 
ber of pupils given the treatment 50. Dr. Veldee 
states that there were slight reactions following the 
first dose, but these grew progressively fewer during 
succeeding doses. Thirty-four children were re-tested. 
Positive test none. 

The third group of eighteen children, whose average 
age was eight, were also given 20,000 skin test doses 
for the second dose and 40,000 for the third, with 21 
day intervals. Two children in the group had a slight 
reaction, one having a slight swelling at the site of 
injection and the other a slight headache. 

In the fourth group, 16 nurses completed the treat- 
ment. 30,000 skin test doses were given in the sec- 
ond and 60,000 in the third. The ages ranged between 
18 and 20 with the exception of one nurse, who was 
34 years of age. Two gave a positive Dick reaction 
on re-test, fourteen nurses being re-tested. 

Out of the 96 persons re-tested only three gave a 
positive reaction. 96.9 per cent. had their skin reac- 
tions rendered negative by the injections given. Only 
one person had a very severe reaction, and that was 
a 34-year-old nurse. 

We hope that in the near future a scarlet fever 
immunizing treatment for active immunization will be 
on the market in not more than three doses for, as 
Dr. Veldee states, “In order to receive general favor, 
preventive measures of this nature must be relatively 
free from discomfort, require a minimum of injections, 
and be inexpensive. There is, therefore, a real need 
for a nontoxic, highly antigenic scarlet fever strepto- 
coccus product which will be no less effective against 
scarlet fever than the present raw toxin, yet be more 
like diphtheria toxoid in its freedom from reactions 
and in the number of doses required.” 

Dr. C. A. Earle, Des Plaines: I want to intro- 
duce myself by stating that I have given about ten 
thouand Dick tests and twenty-five hundred immuniz- 
ing doses. I followed a group of immunized children 
four years and a half. At the end of two years and 
a half seventy-five per cent. were immune; at the end 
of four years and a half sixty-six per cent. were 
immune. 





THE TREATMENT OF PROSTATIC 
OBSTRUCTION WITH THE ELEC- 
TRIC RESECTOSCOPE* 


HerMAN L. KretscHMeEr, M. D. 
CHICAGO 


As one reviews the history of the treatment 
of prostatic obstruction it becomes evident that, 


«Read at the Annual Meeting of the Illinois Medical Society, 
section on Surgery, at Springfield, Illinois, May 18, 1932, 


HERMAN L. KRETSCHMER 249 


at various periods during the past one hundred 
years, procedures were advised that had as their 
object the relief of the obstruction without re- 
sorting to major surgery. 

Some of the earliest to focus their attention 
on this phase of prostatic disease were Mercier 
and Civiale. They were among the earliest to 
devise a prostatic bar excisor for the purpose of 
relieving obstructing lesions at the neck of the 
bladder. For many years after their contribu- 
tions this subject received but little attention 
and in 1874 Bottini devised his galvanocautery 
for the treatment of prostatic obstruction. In 
1900 Freudenberg modified the instrument of 
Bottini. However, because of certain limitations 
of this instrument and the poor results obtained 
with it, as well as the high mortality rate, its 
use was soon discontinued and was superseded 
by the modern operation of prostatectomy. 

As a result of the perfection of surgical 
technique, careful preoperative study and the 
control of hemorrhage, the results obtained by 
surgery were so far superior to the previous non- 
surgical methods in vogue at that time, that the 
surgical treatment of benign hypertrophy very 
soon became the method of choice. 

For about fifteen or twenty years there has 
been renewed interest in the subject of trans- 
urethral removal of prostatic obstruction. About 
1910, when Young reported his punch for the 
treatment of bars, our attention was again fo- 
cused upon the possibility of treating these ob- 
structions without surgery. Subsequently Caulk 
introduced his cautery punch. Thereafter the 
interest in this type of procedure kept on in- 
creasing. New instruments and new methods 
were devised by Stern, Davis, McCarthy, Col- 
lings, Kirwin, Day, Bumpus, and others. 

Stern’s resectoscope probably did more for the 
development of transurethral prostatectomy than 
any one single factor. Stern’s instrument was 
improved by Davis. Further development was 
brought forth by McCarthy with his four-oblique 
pan endoscope. 

McCarthy recognized for several years that the 
limitations of Stern’s technique were due to the 
character and quality of the cutting current. 
The chief difficulty was that the currents, as 
delivered by the machines, were unsuitable for 
cutting and were also unsuitable for the control 
of hemorrhage. Finally, machines were devel- 
oped that delivered suitable cutting currents. 
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This still left the subject of hemorrhage to 
be dealt with, but this difficulty too was over- 
come, so that at present the machines deliver 
both a suitable cutting current as well as a cur- 
rent that controls the bleeding. 

There are certain obvious advantages peculiar 
to the new method of treatment which are lack- 
ing with regard to surgical operations, and I 
would like to mention them as briefly as possi- 
ble. Some theoretic considerations have also 
been advanced, but these will be determined with 
the passing of time. The following are the ad- 
vantages and I shall discuss them in the order 
mentioned. 

1. A much shorter period of postoperative 
illness and a shorter period in the hospital. 

2. The elimination of shock. 

3. Patients will seek relief at a much earlier 
period than is done at present. 

4, <A certain number of patients suffering 
from prostatic obstruction will no longer be de- 
nied the possibility of obtaining relief from their 
illness. 

5. Permanent suprapubic drainage in surgery 
for carcinoma of the prostate will be done away 
with, 


6. The treatment of strictures, contractures 
and bars, following prostatectomy. 

1. A Shorter Period of Hospitalization—It 
is a well known fact that the period of hospi- 
talization in a large number of prostatic patients 


is a very long one. Particularly is this the case 
in the group of patients who, dreading an op- 
eration, delay the matter as long as possible. In 
spite of the dissemination of knowledge among 
the laity in regard to the possibility of cure by 
surgery, it is not at all uncommon to have pa- 
tients admitted to the hospital late in the course 
of the disease with serious damage to the upper 
urinary tract, the presence of severe infection 
in the bladder, prostate and kidneys, and often 
impaired function of the heart. Patients in this 
state need a long period of preparation, either 
by the indwelling catheter or suprapubic drain- 
age before prostatectomy can be carried out. 
Moreover, the postoperative convalescence is of 
long duration, necessitating weeks in the hos- 
pital. 

Following the removal of the prostate by the 
electric resectoscope, the period of postoperative 
hospitalization is greatly reduced, and in the 
early cases, when there is an absence of severe 
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infection, the average stay is not more than a 
week. The advantage to the patient from the 
standpoint of the cost of hospitalization needs 
no further comment, especially not at this time 
of economic depression. 

2. The Elimination of Shock.—When this 
procedure is carried out rapidly and when par- 
ticular attention is paid to the control of bleed- 
ing at the time the resection is carried out, the 
element of shock is practically eliminated. In 
our present series of cases there has not been a 
single instance of postoperative shock. The ad- 
vantage of the absence of shock in regard to 
elderly men, particularly those who have severe 
cardiac disease and disturbances of blood pres- 
sure, whether hyper or hypotension, or suffer 
from cardiac decompensation, is an exceedingly 
obvious one. 

3. The Advantages of Having Patients Seek 
Relief at an Early Date—As a result of the 
dissemination of knowledge among the laity with 
regard to the disturbances which might occur 
in the prostate, a certain number of patients 
consult physicians so as to be enlightened upon 
ways and means to prevent, if possible, the on- 
set of prostatic hypertrophy. In all probability 
among the increasing number of patients who 
today consult physicians there are some who do 
so to prevent an increase of the disturbance 
which is already afflicting the prostate; a for- 
tunate occurrence indeed, since the small incep- 
tive obstructions can be relieved by means of 
transurethral prostatectomy. With this thought 
in mind, it can easily be conceived that this pro- 
cedure, with its short period of hospitalization 
and relative freedom from dangers, will be a de- 
cided factor in getting this group of sufferers 
to seek relief during those early states of pros- 
tatic hypertrophy when by treatment the dis- 
tressing later symptoms may be avoided alto- 
gether, or at least ameliorated to a gratifying 
degree. 

4. A Certain Number of Patients Suffering 
from Prostatic Obstruction Will No Longer Be 
Denied the Possibility of Obtaining Relief from 
Their Illness—Similar to what was accomplished 
by the two-stage prostatectomy in giving relief 
to a certain group of patients who, before the 
advent of this procedure, were unrelieved of 
their distressing symptoms, the new procedure 
will be the means, in a certain group of patients 
from whom surgical intervention has been with- 
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held, of achieving gratifying results by a simple 
method. There is no denying that the two-stage 
operation made for safety in a certain group of 
patients and there is no doubt that in this group 
of patients the advantages of surgery, as exem- 
plified by the two-stage operation, are beyond 
dispute. But, on the other hand, I am firmly 
convinced that the new procedure has a larger 
field in which to function, since cases of cardiac 
lisease need not be excluded on the ground of 
danger. 

5. The Advantages Over Surgery in Caret- 
noma of the Prostate as Against the Institution 
of Permanent Suprapubic Drainage—The elec- 
tric resectoscope has been of great value in my 
hands in cases of carcinoma of the prostate. 
When patients with carcinomas of the prostate 
first present themselves, this form of treatment 
is a relatively simple method, since the opera- 
tion can be carried out rapidly, and the obstruc- 
tion due to the presence of carcinoma is readily 
overcome. The carcinoma may be treated by 
means of radium implantations before relieving 
the obstruction, or, after the removal of the ob- 
struction radium should be used. Should the 
obstruction recur, it is a relatively simple pro- 
cedure to remove the obstruction again. Occa- 
sionally radium treatment results in complete 
retention, but this is readily overcome by resort- 
ing to the resectoscope. 

It is not uncommon for some patients with 
carcinoma of the prostate to apply for treatment 
relatively late in the course of the disease, that 
is, at a time when a large amount of residual 
urine is present, or there may be complete re- 
tention in which case a suprapubic cystostomy 
and the insertion of a pezzar catheter are neces- 
sary. This means that the patient is obliged to 
wear a catheter for the rest of his life, and, in 
some of these cases, the period of permanent 
suprapubic drainage is a relatively long one be- 
cause some of the growths increase slowly and 
are materially inhibited by radium. Since it 
is highly probable, by means of this new pro- 
cedure, to save the patient the inconveniences 
and annoyances of wearing a permanent supra- 
pubic catheter, it must be apparent at once that 
the advantages are incalculable. Moreover, a 
patient who is wearing a permanent suprapubic 
catheter, because of complete retention due to 
earcinoma, can have his obstruction removed, 
with the result that the suprapubic fistula is 
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allowed to close and necessarily the drainage 
tube is done away with. In several of my own 
patients in whom I had instituted permanent 
suprapubic drainage, it has been possible to re- 
move the obstruction by the electric resectoscope 
and to free the patient of his catheter. 

6. Treatment of Strictures and Contractures 
and Overlooked Bars Following Prostatectomy.— 
The number of cases in which a stricture occurs 
at the neck of the bladder following a supra- 
pubic prostatectomy is very small, but, in the 
rare instances in which it does occur, the electric 
resectoscope offers a simple and easy method 
to correct this complication. The same may be 
said for the persistence of overlooked tags, small 
nodules and median bars. 

It has been stated that, in view of the fact 
that the entire prostate is not removed, this type 
of operation carries with it the possibility of 
recurrence. That cases of recurrence are seen 
even when prostatectomy has been done is a 
well recognized clinical fact. However, the cases 
cited in the literature are very few. In a recent 
survey, I reported instances of true recurrence 
and found a total of fifty cases. This number is 
relatively small when one considers the large 
number of cases that have been treated surgi- 
cally. , 

It is interesting to note in this connection 
that, in the cases of true recurrence, a long 
period of time had elapsed betweeen the time 
the prostate was removed and a recurrence of 
symptoms so severe that a second prostatectomy 
was necessary. Whether or not recurrences will 
follow this new method of treatment cannot be 
foretold; it is a question that will have to be 
answered in the future. On the other hand, even 
if recurrences do take place and within a shorter 
time than after surgery, it will then be a simple 
matter to employ again the resectoscope and re- 
move a second time the obstructing lobes or bars. 
The average period that elapsed in the previously 
mentioned 50 cases of recurrences following sur- 
gery was ten and a half years. 

The objection has been raised that this method 
may be followed by strictures at the neck of the 
bladder. The time that has elapsed in my series 
of cases has been too short to permit of the 
development of this possibility. It is therefore 
one of the objections that cannot be answered 
at this time. 

Selection of Cases.—In the selection of pa- 
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tients, the same care must be exercised in regard 
to diagnosis and differential diagnosis that ob- 
tains when surgery is contemplated. The rou- 
tine preoperative study and preparation of the 
prostatic patient has contributed more to the 
reduction of the mortality rate than has any 
other single factor. Every patient with pros- 
tatic obstruction must be subjected to a com- 
plete physical examination before instrumental 
examinations are carried out and the importance 
of a careful general examination cannot be too 
greatly or too frequently emphasized. 


Lesions of the cardiovascular system often 
constitute a grave clinical problem and call for 
close cooperation between the internist and the 
urologist. Cardiac disease is present in about 
40 per cent. of the cases of prostatic obstruc- 
tion. Although patients with cardiac hypertro- 
phy, with or without vascular lesions, extrasys- 
toles, angina and occasionally with decompen- 
sation, may appear unsuitable for prostatectomy, 
the majority can, with appropriate treatment, 
be safely operated upon. But there will always 
remain in this cardiac group a certain number 
of patients in whom the cardiac condition can 
never be improved sufficiently to justify supra- 
pubic prostatectomy. HH is particularly in this 
group of cases that the electric resectoscope can 
be used with great advantage. I refer particu- 
larly to patients who have had severe attacks 
of angina or who are afflicted with cardiac de- 
compensation. A number of patients, with 
severe cardiac disease, who had had a suprapubic 
cystotomy, and at the time the cystotomy was 
done, were regarded as poor risks for prosta- 
tectomy, and were therefore treated by supra- 
pubic catheter drainage and appropriate treat- 
ment for their cardiac conditions, have recently 
been subjected to transurethral prostatectomy 
and have made smooth and uneventful recov- 
eries. But even though this procedure is less 
of a risk than the open operation, it is never- 
theless imperative that a careful clinical study 
of all cardiae patients is carried out. Rest in 
bed is an important item in the treatment and 
digitalis in one form or another should be ad- 
ministered. 

Great care must be exercised in combating in- 
fection in this group of cases and the adminis- 
tration of fluids must be carried out with care 
so as not to embarrass still further weakened 
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cardiac muscle, and increase edema should eithei, 


be present. 
High blood-pressure, so often present in these 


cases, should enlist very careful consideration, 
The bad effect that infection and fatigue always; 


have on high-blood pressure in these cases js 
well known, but the condition may be greatly 
improved by controlling the bladder infection 
by means of large quantities of water, urinary 
antiseptics, rest in bed, and bladder drainage. 

The patients with diabetes mellitus, although! 
formerly denied surgery because of their con- 
dition, can be prepared so that treatment may 
be carried out without any increase in the opera- 
tive risk. 

Patients with chronic bronchitis, asthma, and 
emphysema should be subjected to a careful pre- 
operative study by the internist and their con- 
ditions improved as much as possible. This is 
a particularly desirable group for transurethral 
resection. 

Foci of infection, such as infected roots and 
infection of the gums, should be cleared up as 
much as possible before the operation occurs. 

In the group of patients with impaired renal 
function, it is most essential that this function 
be stabilized. In case the patient has a long- 
standing history of urinary obstruction, and upon 
admission to the hospital shows a suprapubic 
tumor, a dry, red, harsh tongue, with loss of 
appetite and weight, great care must be exer- 
cised in the preoperative study. It is particu- 
larly in this type of case that a too rapid instru- 
mental examination or a too rapid catheteriza- 
tion with sudden withdrawal of the urine may 
be followed by untoward results. In this type of 
patient gradual decompression of the kidneys is 
most essential. It is not unusual for this group 
of patients to enter the hospital with a suprapu- 
bic tumor, a clear, pale urine, a dry, harsh tongue, 
and dribbling due to overflow (incontinence, 
so-called paradoxical incontinence). Gradual de- 
compression can be carried out by means of the 
indwelling catheter. It would be well to em- 
phasize here that in these cases of chronic reten- 
tion the decompression must be gradual so that 
the bladder is not emptied at once. 

The determination of the renal function by 
means of blood chemical examinations and the 
use of the phenolsulphonephthalein tests is most 
essential. Of undeniable importance is to re- 
member that the patient should not be operated 
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“pon, either surgically or transurethrally, until 
‘js renal function has been improved and has 
pecome stabilized. In the treatment of im- 
aired renal function, fluids should be admin- 
tered by the mouth, the rectum, and, if neces- 
ary, in the form of subcutaneous saline trans- 
fusion. The amount of fluid to be administered 
will naturally vary with the condition of the 
patient. When necessary, we have no hesitation 
in giving from 5,000 to 7,000 cc. in twenty-four 
hours. It is important, of course, in treating 
this type of patient not to overtax his heart. 

Equally as important as the improvement and 
stabilization of the renal function is the control 
of infection. The treatment by means of “inter- 
mittent” catheterization and bladder irrigations 
isless frequently done today than formerly. Even 
when the greatest precautions are taken this 
method is open to the criticism of the danger 
of added infection. Repeated catheterizations 
sooner or later becomes more and more painful. 
It has been supercedec by the indwelling ure- 
thral catheter. 

In using the indwelling catheter, great care 
should be exercised when it is being passed, 
otherwise traumatism of the urethra may occur. 
Relatively small catheters may be used and 
changed at frequent intervals. In order to pre- 
vent the development of a catheter urethritis, 
the urethra, along the side of the catheter, may 
be irrigated several times a day with a warm 
solution of potassium permanganate. 

In one of the early cases postoperative bleed- 
ing was so pronounced that it was deemed ex- 
pedient to perform a suprapubic cystostomy in 
order to control the bleeding. The patient made 
an uneventful recovery. 

In several cases slight rise in temperature per- 
sisted for a short space of time, but the occur- 





rence did not militate against the favorable out- 


come. 
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DISCUSSION 


Dr. Arthur Sprenger, Peoria: Dr. Kretschmer in 
his admirable way has presented the subject and left 
little for discussion. However, it has occurred to me 
that probably one of the reasons for the introduction 
of the various types of instruments used to relieve 
prostatic obstruction has been due to the mortality in 
prostatic surgery. It is true beyond doubt that the 


mortality following prostatectomy is high—more than 
four or five per cent. Keyes, in a recent article stated 
very frankly that following drainage and removal of 
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the gland the mortality was much above the four or 
five per cent. noted in the text-books. 

I had the pleasure not long ago of hearing Dr. Alcock 
of Iowa City report 158 cases done by the resection 
method. He reported a mortality of 27 percent. in 
the first 25 patients. His cases were not selected. The 
mortality gradually dropped to five per cent. Deaths 
were due to the removal of too much tissue and to 
the cardiac accidents frequently noted after prostatic 
surgery. 

Undoubtedly the resectoscope will do away with 
many prostatectomies. As Dr. Kretschmer informed 
you, more patients will be resected due to a fear of 
surgical removal or because they have contraindications 
te surgery. 

The diagnosis of the obstructing area is important 
in prostatic resection. The removal of small amounts 
of tissue will give the desired result. Hemorrhage 
will not be troublesome if controlled before the patient 
leaves the table. 

It has been my experience that following the use of 
the Caulk punch we had a number of cases where 
surgical removal of the prostate was necessary. Davis 
reported 339 cases of resection with one recurrence. 
Other men showed more recurrences and some failures. 
As time goes on and we develop a better technique in 
the use of the instrument our recurrences and failures 
will become less. 

The preparation of the patient is just as important 
for prostatic resection as for- surgical removal of the 
prostate. The indwelling catheter and the functional 
kidney tests were gone into by Dr. Kretschmer. This 
is not a minor but a major surgical procedure. 

With a lowering of our mortality rate we will see 
prostatics at an earlier stage in the disease. The poor 
surgical risk with functionless kidneys and a diseased 
myocardium will soon be eliminated. 

Dr. M. P. Cannon, Chicago: Dr. Lake, in his dis- 
cussion of Dr. Narat’s paper urged the doctors to be 
more liberal and not to be overly critical in discussing 
scientific papers, for considerable merit is often found 
in these preparations. The reason we are here today 
at this convention is to learn from the research worker 
and to profit by the experiences of our Medical leaders 
who are master workmen such as Dr. Kretschmer, in 
their individual fields. 

I would like to make an appeal to you gentlemen. 
Always make a rectal examination in every case, digi- 
tally and instrumentally, especially in prostatic cases. 
We proctologists find many chronically inflamed hemor- 
rhoids that give symptoms of prostatic disease. Six 
weeks ago a man came to my office, stating that he 
was to be operated upon for prostatic hypertrophy the 
next morning. He had been under the care of his 
family physician for a week without help. At that 
time a Urologist was called in consultation who ad- 
vised prostatectomy. On proctoscopic examination I 
found some inflamed hemorrhoids, which were in my 
opinion, the cause of his trouble. Thereupon these were 
treated and his symptoms subsided. Today he is well. 

Every man doing my. line of work will agree with 
me that if you gentlemen will use a speculum, and I 
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advise the Brinckerhoff instrument, instead of depend- 
ing upon your finger, you will be able to ascertain the 
condition of the rectum. 

Dr. Herman L. Kretschmer, Chicago (closing the 
discussion): The differentiation between a lesion of 
the rectum and a lesion of the prostate, at least in our 
experience, is a very common one and Dr. Cannon’s 
point is very well taken. Dr. Cannon’s discussion 
reminded me of an interesting story that one of our 
old professors told us as medical students, namely, that 
a consultant had two privileges which would not 
embarrass the family doctor; first, the great privilege 
to make a rectal examination, and second, to give a 
favorable prognosis, 

Dr. Sprenger talked about the mortality. Certainly 
the mortality with this new procedure will come down 
as the men who use it become familiar with it. 

Regarding the use of the instrument in very large 
prostates, I feel that very large prostates had better 
be removed surgically. The amount of tissue removed, 
Sprenger depends upon the degree of 
obstruction. The most striking results and the period 
of shortest stay in the hospital have been in cases in 
which we removed what apparently to the onlooker 


was an insignificant amount of tissue. 


as. ac. said, 


Many are of the opinion that this new procedure 
will stimulate the patients to seek relief early in the 
course of the disease. As a result of this we will no 
longer see the large number of cases with advanced 
pathology in which one sees extensive dilatation of the 
ureter and kidney pelvis, complete destruction of the 
kidney, suppurative, lesions of the kidney, the presence 
of large stones in the bladder as well as large diver- 
ticula. 

I think 
pathology means that the patient comes in late in the 
course of the disease. Our conception of the picture 
of that type of pathology will change. 


this type which represents far advanced 





BILE DUCTS AND JAUNDICE WITH RE- 
LATION TO OPERATIVE RISK* 


B. Marxowirz, M. D. 


Department of Pathology, Sloan Clinic 


BLOOMINGTON, ILL, 


The underlying pathology upon which the sur- 
geon evaluates the degree of operative risk, in 
any case, is of paramount importance. Not in- 
frequently operations on the biliary tract pro- 
duce poor results, sometimes ending fatally, in 
cases which pre-operatively appeared to be good 
risks. While the majority of bad risks in gall 
bladder surgery are jaundiced cases, it must 
be remembered that many non-jaundiced patients 
who are apparently good operative risks react 


*Read before Section on Surgery, Illinois State Medical 


Society, at Springfield, May 18, 1932. 
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very poorly, sometimes fatally to an operation = 
on the biliary tract. ing 
Just as the general operative mortality has § )%" 
been lowered by the fundamental knowledge ac. § 
quired, concerning the kidneys and methods of § { ‘ 
studying their function, biliary tract operative § 
mortality can be lowered by knowledge and § “&™ 
methods of studying liver function. It is now § fc 
common knowledge with every surgeon, whether § 4‘ 
he operates many times a day or only once a § 
month, that a patient with badly damaged kid- ay 
neys is a very poor risk for any kind of sur- J get p 
gical procedure. In biliary tract operations, § ccasi 
however, we sometimes forget that the intra- J vomit 
hepatic bile ducts play a great role in main- § ™™ 
taining liver function, and that these ducts are “eg 
almost always involved whenever there is an vs 
infection in the extra-hepatic bile ducts. With § jesion 
such an involvement there is always some degree § decide 
of hepatic insufficiency, even though jaundice is § ‘lim 
absent. Moynihan’ and, more recently, Flint? week 
have shown that with every case of cholecystitis oe 
there exists a pericholangitis or hepatitis. Mayo* § tgica 
states that “A summary of the deaths occurring  cholec 
following operations for benign lesions of the § Forty- 
gall bladder and bile passages revealed the prin- § *” 
cipal causes of death to be hepatic insufficiency.” a 
In these cases, therefore, in. addition to such § doudy 
factors which ordinarily play a role in surgical § ind e 
mortality we must take into special consideration It : 
the question of adequate liver function. not vi 
In this connection Graham* has found a strik- § diagn 
ing relationship existing between a high reten- § died | 
tion of dye, such as used for cholecystography, § reveal 
and the danger of death from operation on the § freque 
biliary tract. This work of Graham in collab- § this ¢ 
oration with Cole’ has proved to be a great § an b 
contribution to gall bladder surgery in that it § ing | 
has given an index on the patient’s liver func-  iuncti 
tion and consequently has provided a_ better § aratio 
means of estimating the surgical risk. They ff bladd 
have proved that the degree of hepatitis, with its 9 for a 
associated impairment of liver function, can be § shoul 
estimated by this dye test, and accordingly pa- § iusure 
tients showing a high retention of dye are placed J An 
upon a course of preparation before operation § lectio 
is attempted. By this method of procedure they § more 
have reduced their mortality rate from seven § pairm 
to about one per cent. ery 
The appreciation of impaired liver function is fj “com 
of particular value in cases which are not jaun- hecess 
diced and are apparently good risks. In look- tholec 
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ing back over our gall bladder work in recent 
vars it is found that a number of deaths oc- 
wrred in patients who were adjudged good risks 
for operation. Several of these cases came to 
post and, with the exception of a very badly 
jamaged liver, no adequate cause for death could 
je found. ‘To illustrate one of these cases: 

A single woman aged 40 with a gall bladder history 
dating back several years, complained of attacks of pain 
ia the upper abdomen, not definitely related to the in- 
take of food. The pain was sharp, at times so severe 
that morphine was necessary, was not referred and was 
ocasionally associated with nausea. The patient never 


vomited and was not jaundiced. The urine and blood 
fndings were negative. There was no elevation of 


temperature and the pulse rate was 78. X-ray examina- 
ti revealed evidences of gall bladder pathology with 


possible stones. A diagnosis of cholecystitis with ad- 
hesions and possibly gall stones was made and operation 


decided upon. The patient walked into the hospital 
feeling quite well and had had no attack for about one 
week prior to entrance. After she was hospitalized 
for two days, the gall bladder was removed and the 
patient was apparently in good condition. The patho- 
logical report on the gall bladder was: “Chronic 
cholecystitis with sub-acute changes and cholelithiasis.” 
Forty-eight hours after the operation the patient did not 
sem to be doing very well and three days later died 
with no definite diagnosis. The chief findings, at post 
mortem, were seen in the liver. There was extreme 
cloudy swelling, together with some fatty degeneration 
ad edema, and evidence of periportal inflammation. 
It is interesting to note that this patient was 
uot very ill, was never jaundiced, was correctly 
liagnosed, and seemingly a very good risk, but 
died despite everything. A study of statistics 
reveals that such fatal results are not as in- 
frequent as is generally supposed. It is in 
this class of cases in which the mortality rate 
‘an be greatly lowered by appreciation of exist- 
ing hepatic insufficiency. Where the hepatic 
iuetion cannot be estimated, a routine prep- 
aration should be given every pre-operative gall 
ladder case. This to consist of rest in bed 
fora week or ten days, during which time they 
should be given large doses of carbohydrate to 
iistre sufficient glycogen storage in the liver. 
Another type of case is that in which the in- 
lection in the extra-hepatic bile ducts is much 
more severe, but there is evidently less liver im- 
pairment. Because we feel satisfied that with 
wery infection of the gall bladder there is an 
tccompanying infection of the liver, it does not 
lecessarily follow that the greater the degree of 
tholecystitis, the greater is the accompanying 
hepatitis, The following case is an illustration: 
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A married woman, aged 49, presented herself at the 
clinic on November 11, 1931, stating that in July, 1931, 
she was suddenly taken ill with very severe pain in the 
epigastrium which radiated through the right side into 
the back. It was of short duration and was relieved 
by an opiate. She had a similar attack in August and 
at this time an appendectomy was performed. She 
recovered from the operation and in about six weeks 
suffered another attack similar to the first two, which 
was again relieved by opiates. She has since been 
complaining of pain in epigastrium at various periods. 
The pain was not associated with the intake of food 
and always radiated through the right side around to 
the back. She felt nauseated during attacks but could 
not vomit. Her previous history indicated an old focus 
of infection. She had neuritis in the right shoulder at 
various periods during the last 15 years, influenza 14 
years ago, cystitis 7 years ago and has been treated for 
sinus trouble during the past 2 years. On physical 


examination there were only two definitely positive 
findings: tenderness over the gall bladder and, fluoro- 


scopically, fixation of the pylorus to the gall bladder. 
On the basis of these findings, together with the char- 


acteristic attacks of pain, a diagnosis of cholecystitis 
was made and operation advised. 

The patient entered the hospital on November 14 
and was operated upon the 19th, at which time the gall 


bladder was removed. The pathological report read: 
“The gall bladder is distended with thick, mucilagenous, 


yellow substance and the cystic duct is completely 
obstructed by an impacted soft stone. Histological 


examination of the gall bladder reveals chronic inflam- 
matory changes and bacteriological examination of the 


contents reveals acellular necrotic material with no pus 
or organisms.” For the first three post operative days 


she responded rather poorly but thereafter improved 
quite rapidly and left the hospital December 9 on the 


20th post operative day. She has since then been com- 
pletely well and free from any attacks. 


In contrast to the first case cited, this patient 
was clinically in poorer physical condition, was 
not considered as good a risk, the diagnosis was 
somewhat indefinite and yet she made a good 
recovery. We presume that in this last patient, 
however, the degree of liver cell destruction was 
less, despite the fact that the extra-hepatic in- 
fectious process was greater and had become 
more generalized. 

Jaundice was not a symptom in either one of 
these two cases and took no part in increasing 
or decreasing the operative risk. Jaundice may, 
however, be a significant factor in determining 
the seat of pathology and in estimating the 
surgical risk. In the following case the sig- 
nificance of the development of jaundice and its 
proper application to surgical risk was mis- 
leading. 


A physician, aged 63, presented himself for examina- 
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tion on April 7, 1931, with the following history: He 
had been perfectly well until 4 months ago when he 
experienced some gastric distress which he attributed 
to some indiscretion in diet. He did not improve how- 
ever and soon noticed that he was losing weight rather 
rapidly, but continued to attend his patients. His attacks 
of pain did not seem to get worse but he was con- 
stantly losing weight and felt very weak. Early in 
March, about 3 months after the first complaint, he 
noticed that his skin was somewhat yellow and within 
a few days he was quite markedly jaundiced. He con- 
tinued about his work until April 8 when he entered 
the hospital. At this time he was very deeply jaun- 
diced, had lost about 15 pounds during the past 4 months 
and complained of pain in the right upper abdominal 
quadrant. Physical and laboratory examination spoke 
for an obstructive jaundice, most likely explained on a 
malignant basis. April 11, when he was subjected to 
an exploratory operation, the entire gall bladder region 
was filled by a huge, irregular, foreign mass. A piece 
was removed for biopsy and the incision was immedi- 
ately closed. Examination of the specimen removed 
revealed a colloid carcinoma. The patient died 48 hours 
later. At post mortem all land marks of the extra- 
hepatic bile ducts were lost and replaced by a huge, 
purple gray, irregular, soft carcinomatous mass. The 
liver did not reveal any gross cell impairment such as 
is associated with gall bladder infections. There was 
only a single small metastasis to the head of the pan- 
creas, and marked diffuse hemorrhages and necrosis 
were found throughout the body of the pancreas. 


The interesting factor in this case is the ques- 
tion of late jaundice and its application to sur- 
gical risk. There was no evidence, either clin- 
ically or pathologically, of liver cell impairment 
and certainly death was not due to the mild 
surgical procedure. We rather believe death was 
caused by the hemorrhage and necrosis found in 
the pancreas. If the carcinoma was so far ad- 
vanced as to involve the gall bladder and all 
extra-hepatic ducts to such a marked degree that 
none could be found, why was he jaundiced only 
a month before death? This we explained on 
the basis of a colloid carcinoma which is soft, 
and in this case most likely allowed the ducts 
to remain patent for a long period of time, still 
functioning through the carcinomatous mass. 
The absence of early jaundice might have indi- 
cated a lower degree of surgical risk had he pre- 
sented himself for examination at the time of the 
original complaint, several months before the 
first sign of jaundice. The massive involvement, 


however, at the time of death would indicate 
that even at that time the malignancy must have 
been far beyond the gall bladder alone, and the 
evaluation of surgical risk would have been un- 
derestimated. 
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Operative risk with relation to jaundice could 
not therefore be determined in this case, despite 
the involvement of the extra-hepatic bile ducts, 
This is unusual in that these ducts evidently 
continued to function even though surrounded, 
but not occluded, by tumor tissue. 

Summary. The condition of the liver and its 
functioning capacity must be considered in order 
to properly gauge the operative risk in gall 
bladder surgery. 

With every infection of the gall bladder and 
extra-hepatic bile ducts, there is an accompany- 
ing infection of the intra-hepatic bile ducts or 
hepatitis. It does not necessarily follow, how- 
ever, that the greater the degree of cholecystitis, 
the greater is the accompanying hepatitis. 

In cases without jaundice or obstructive 
stones, which are apparently good risks, the liver 
may be so badly damaged, with proportionate 
impairment of function, that the patient may 
not survive a simple cholecystectomy. The mor- 
tality in these cases can be greatly lowered by 
adequate preparation. 

The mechanical factor producing jaundice may 
not manifest itself until late in the disease, 
in which case the absence of early jaundice may 
cause the surgical risk to be underestimated. 


DISCUSSION 


Dr. Percy Hopkins, Chicago: If we had time to pre- 
pare these patients who have biliary tract infections 
properly our results might be better. We have in spite 
of careful preparation a rather constant postoperative 
death. The question of the use of dye in many of these 
cases is a big problem. While Graham of St. Louis 
has been able to reduce his mortality very considerably, 
you must not forget that the use of the dye in some of 
these cases is not always an entirely safe procedure 
You must remember that you are using a substance 
which is to be excreted by the liver. To a liver that 
is already hazarded we are going to add another sub- 
stance to be secreted. While the dye may be harmless 
certainly we should be cautious about using it in acute 
cases of cholecystitis. 

Jaundice is merely one of the manifestations of 
hepatic insufficiency. The jaundice itself other than 
some of the chemical changes that go along with it is 
not the most important thing with which we are con- 
cerned. It is a valuable symptom, of course, when it 
does appear. Then again in connection with the jaur- 
dice we find many times an acute biliary tract involve- 
ment, the so-called white bile. This again is a rather 
treacherous thing. The fact that individuals do have 
white bile means that they must be treated as far a 
the bile tract is concerned, preferably by gradual de- 
compression. If in those cases drainage is suddenly 
instituted we will have a sudden decompression and we 
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will have in many instances marked curtailment of the 
liver function with a fatal end. It has been difficult 
for most of us in the past clinically to determine the 
exact condition that is present in these cases. We have 
many times a picture which is difficult to diagnose, a 
condition which is rather indefinite and in which the 
patient goes on and dies. He simply does not die in 
twenty-four hours from shock; probably many of them 
do not apparently have hemorrhage, but they simply 
goon and die. Probably some question in bio-physics 
arises, but we have another question with which we 
might be confronted and which it might be difficult to 
differentiate from, that is the question of a possible 
duodenal ileus without any apparent abdominal disten- 
tion, with its resulting alkalosis. 

Dr. Sidney A. Portis, Chicago: From the standpoint 
of an internist, this subject of bile tract disease, opera- 
tive risk and mortality is exceedingly interesting and 
very important. The whole problem, as I see it, other 
than matters of operative procedure in bile tract dis- 
ease, is a medical one. It is very gratifying to have a 
pathologist like Dr. Markowitz come before the Sur- 
gical Section and talk about the mortality and risk in 
bile tract disease. 

There is no more illuminating subject in internal 
medicine than the problems concerned in the pre-opera- 
tive and post-operative management. In the past very 
little attention has been given to adequate preparation 
of these patients before operation. Unfortunately, out- 
side of a few tests by means of a dye, the cholesterol 
estimation in the blood or the serum bilirubin content, 
we have very little evidence pointing to dysfunction in 
the liver. We know that the glycogenic function of the 
liver is one of its most important functions, and on 
the basis of this our attention in the last few years has 
been directed towards improving and maintaining the 
glycogenic function of the liver. If you can give your 
patient a sufficient amount of glucose by mouth, sub- 
cutaneously, or even in the vein, three or four days 
pre-operatively, and follow this same procedure, if 
possible, five or six days post-operatively, you can 
lower the mortality in bile tract disease in even the 
most difficult cases to one per cent. or less. In the 
hands of any surgeon there should not be a mortality 
of more than one per cent., barring surgical accidents. 
In our own work our mortality is far less than one per 
cent. The selectivity of a given case for operation, in 
the main, tests the clinical experience of .both the in- 
ternist and surgeon. It is because of the unfortunate 
immediate operative intervention that must be done in 
a given case, or a too early intervention in a subsiding 
cholecystitis, that the fatal complication, acute insuffi- 
ciency, is brought about. 

All of you who have had any experience at all in 
bile tract surgery have seen patients who have appar- 
ently made a good recovery for three or four days, and 
then, for some unknown reason, as though out of a 
clear sky, they suddenly become cyanotic, weak, break 
out in a cold and clammy sweat, and the pulse becomes 
rapid. The patient develops an anxious expression, 
and in spite of everything that you do, he succumbs 
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in twelve to twenty-four hours. Intravenous glucose, 
with or without insulin, blood transfusion, and all our 
heroic measures are of no avail at this stage. When 
these livers are examined at necropsy, the reason for 
this overwhelming depletion of liver function is seen. 
We know that if we can give these patients a sufficient 
amount of carbohydrates, pre-operatively and post- 
operatively, and when the intravenous method is used 
small doses of insulin may be added, we can prevent 
this almost fatal complication by protecting the glyco- 
genic function of the liver. Another thing that many 
men do not appreciate is that with bile tract operations 
there are often changes which go above the diaphragm. 
There are small patches of atelectasis in the lungs 
which are later focal points for the development of a 
broncho-pneumonia. The adequate use of carbon 
dioxide inhalations is a safe method in preventing this 
complication. 

Finally, I would like to say to Dr. Markowitz that 
I am not convinced by the evidence that he presented 
this morning that the inflammatory processes are in 
the bile duct. To me, they are situated in the polygonal 
cells of the liver, and because of this we have such 
poor liver function in these cases following gall bladder 
operation, 

Dr. T. M. Larkowski, Chicago: The recognition of 
infections of the gall bladder and of the extra and 
intra hepatic bile ducts is becoming increasingly more 
important. We know that a gall stone in the gall 
bladder acts like a foreign body does in the eye. 
Consequently there will be secretion from the gall 
bladder mucous membrane, the gall bladder becomes 
inflamed, the inflammation extends to the extra hepatic 
and then to the intra hepatic bile ducts. After we make 
a diagnosis and decide to do a cholecystectomy we 
must be sure that the liver is functioning properly. 
We must determine the bilirubin and cholesterin con- 
tent of blood. At the St. Mary of Nazareth Hospital 
in Chicago we do a routine blood chemistry on all gall 
bladder patients pre-operatively. In the doubtful cases 
in order to lessen the operative risk we give glucose 
intravenously and blood transfusion post-operatively, 
using 500 c.c. of whole blood by the Percy method. 

We have discontinued the use of blood transfusion 
methods using rubber tubes because we believe the 
rubber tubes alter the chemistry of the blood and pro- 
duce chills and vomiting. Using these two procedures 
post-operatively we believe we have reduced our mor- 
tality and have helped our doubtful patients to survive 
a simple cholecystectomy. 

Dr. B. Markowitz, Bloomington (closing the discus- 
sion) : It is true, as Dr. Hopkins said, that you cannot 
subject every patient to two weeks preparation before 
operation. But the great majority of gall bladder 
cases can be carried along for a week or ten days and 
such preparation, together with introduction of 5 per 
cent. glucose by hypodermoclysis in the seemingly poor 
risks, will greatly decrease the mortality rate. The use 
of the Graham Cole dye test as suggested by Dr. Hop- 
kins may carry with it an element of danger in that 
the dye itself is toxic to liver cells but I doubt the 
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degree of such liver damage. I don’t think it is of very 
great severity. 

I was very glad to hear of Dr. Portis’ experience 
with intravenous glucose as a pre-operative measure in 
gall bladder surgery. We are quite convinced that 
preparation consisting of routine rest in bed for five 
to ten days, augmented by glucose in the apparent 
poorer risks, in all gall bladder surgery will greatly 
decrease the mortality rate. 
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CRIPPLED CHILDREN’S CLINICS CON- 
DUCTED BY THE COUNTY MEDICAL 
SOCIETY* 

Puitie H. Kreuscuer, M. D. 
CHICAGO 
There is in the State of Illinois a large number 
of crippled children. Some of these are hope- 
lessly deformed and handicapped, many can be 
improved by proper treatment, while some can 
be made self sustaining by operations and other 
corrective measures. In many the deformities 
are congenital, while in others disease and acci- 
dent contribute partly or wholly to their unfor- 

tunate condition. 

The crippled child is in most instances a 
chronic invalid. Too often the parents of these 
children are poor and cannot provide adequate 
care or medical attention over a long period of 
time. Too often such a child is looked upon as 
a hopeless invalid and very little is attempted 
for the improvement of his condition. The par- 
ents, the doctor and the community finally be- 
come reconciled to. the belief that nothing can 
be done. As a result, no one seems to care. 

Certain lay organizations have done much for 
these unfortunate individuals, but there has been 
no individual responsibility, no well conceived 
concerted effort, no definite plan of procedure 
so that for the most part the well meant effort 
has fallen far short of real accomplishment. It 
is a well recognized fact that wherever respon- 
sibility is divided, great success cannot be ob- 
tained. A project can best succeed when per- 
sonal interest and responsibility activate those 
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interested in fostering and carrying on the plan. 

Responsibility—The job of reclaiming the 
cripple belongs to the community, the county 
and not to the state or federal government. The 
physician of the community, the County Medi- 
cal Society, should shoulder this responsibility, 
The County Medical Society, organized as it is 
for the best interests of the public, is best fitted 
to carry such a project. Every member feels a 
definite responsibility to the cripple in the com- 
munity. The true physician will not shirk this 
job. Since the beginning of the child’s invalid- 
ism, he has known this child or has been called 
upon to give medical attention at some time or 
another. Most of the cases have been unable to 
pay him and still he responded to the calls and 
gave the necessary attention. In the hands of a 
group of such men belongs the conduct of the 
children’s clinic. 

Personnel. 1. The officers of the County So- 
ciety should constitute a clinic committee. Other 
members of the Society, especially those inter- 
ested in children and those who have had special 
training in orthopedic conditions, should be 
added to the list of workers. 

2. In almost every community there are 
school, county, city and public health nurses 
who may render invaluable assistance in the con- 
duct of the clinic. They can assist in preparing 
a list of needy children; they should be present 
on each clinic day, watch the examination of the 
patient and in every way possible acquaint them- 
selves with the individual cases. They will re- 
ceive a copy of the diagnosis and recommenda- 
tion sheet which is dictated by the physician. 
They will visit the home of the patients and ad- 
vise and instruct them as to medicine and treat- 
ment methods. Furthermore, they will coop- 
erate in every way with the family physician or 
with the doctor to whom the case has been as- 
signed by the clinic committee. 

3. Women’s societies or clubs, when once in- 
formed of the aims of such a clinic, are usually 
willing and happy to render assistance. 

4. The clinician, a qualified orthopedic sur- 
geon, can always be obtained without difficulty. 
The Scientific Service Committee will, I think, 
be able at all times to secure the services of such 
a surgeon. He conducts the clinic, makes 4 
complete examination, dictates his findings and 
outlines specific treatment measures in each case. 
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He will arrange for the application of plaster 
casts and advise braces or appliances when these 
are indicated. Minor operations can be done on 
the same day or major operations can be ar- 
ranged for on a later date. In most instances he 
will be able to interest one or several physicians 
in this important work. These men may act as 
his assistants and will receive some very valu- 
able training. In other words, they will get a 
very useful post-graduate course in the care of 
crippled children. The records made by the cli- 
nician should be made in triplicate, one going 
to the nurse, one to the family doctor, while the 
third is kept as a record along with laboratory 
findings, x-ray films, ete. During the course of 
the clinic day, the clinician may set aside one 
hour for didactic and demonstrative teaching for 
the benefit of all concerned. 

If proper records are kept it will not be neces- 
sary for the same clinician to conduct a given 
clinic at all times, as another may step right in 
and “carry on” at the next meeting without any 
break or interference in the progress of the cases 
under treatment. 

Place and Time of Clinic. The best equipped 
hospital in the County should be the regular 
meeting place of the clinic which may be held 
quarterly or bi-annually. In the more sparsely 
settled parts of the state, several counties may 
combine in this effort. 

The hospital should have x-ray and other labo- 
ratory facilities, so that all types of examination 
may be made promptly and without delay. The 
nursing staff of this hospital should assist ac- 
tively in the preparation of cases for examina- 
tion. They should in this way get some most 
valuable training in orthopedics. 

The clinic may be held on the day of one of 
the regular monthly meetings of the County 
Medical Society. ‘The clinician may, if he has 
not already exhausted his knowledge or the pa- 
tience of his audience, assist in the presentation 
of the scientific program. 

Funds. A large amount of money is not re- 
quired for the conduct of the clinic. Funds from 


a community chest or budget may be available. 
A well conducted bazaar or card tournament will 
often yield a surprisingly neat sum of money. 
What better use could be made of funds collected 
in this manner? The physician who has already 
given much time and effort should not be ex- 
pected to give financial aid. A committee from 
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the Woman’s Auxiliary may, however, enlist the 
services of other clubs or groups. The proposi- 
tion of doing something for the crippled and un- 
derprivileged child has a very definite appeal. It 
should not be difficult to “sell” to your neighbor. 

A small registration fee from some of the pa- 
tients and a larger fee from those with means 
would go a great way in financing this project. 
No honest citizen wishes to be pauperized. A 
small clinic fee will cause the parents to feel that 
they are doing something to pay their way. Al- 
though this service is primarily for the poor, 
there are often those cases who can contribute 
rather liberally to the clinic. This class should 
always pay the family doctor for his subsequent 
care, even though they have been examined in 
the clinic. 

A committee made up of several members of 
the medical profession and several selected from 
lay organizations should act as a Social Service 
Committee, the duty of which shall be to pass 
upon the ability of the patients to pay some- 
thing or nothing. 

The items of expense are not great. Hxpen- 
sive braces and appliances are very rarely neces- 
sary. Simple, inexpensive appliances will do as 
well. In one county clinic in which I have had the 
honor and pleasure to assist, we have found need 
for few braces. I think we have not recom- 
mended their application in more than a dozen 
cases in a period of five years. A brace is often 
a “mental crutch” and should be dispensed with 
whenever possible. 

The traveling expense of the clinician should 
not be large, if the distance he travels is not too 
great. 

I have attempted to outline in a general way 
how a clinic can be conducted under the control 
and supervision of the County Medical Society. 
This proposition is not an experiment, as is well 
shown by Dr. Blair’s article in the recent issue 
of the InLinors MepicaL JouRNAL. Warren 
County has made a great success of such a clinic 
for five years. What they have done in that 
county you can do. Complete cooperation is nec- 
essary. Petty jealousies lead to discord; dis- 
cord means failure. 

It is not suggested that clinics now conducted 
efficiently by other organizations be discontinued 
at this time. I believe, however, that there are 
many counties in which something should be 
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done and done soon.. The County Society is the 
logical agency to conduct this work. The physi- 
cian will profit by the experience in treating a 
group of patients now woefully neglected. This 
is not just another thing to do, but a job which 
should have been undertaken long ago. 

By taking up this task we expect to accom- 
plish five definite aims: 

1. Definite benefit to those poor children who 
have too often been adjudged hopeless cripples. 

2. The education of the public in health 
measures now neglected. 

3. The education of the doctors and nurses so 
that they may better serve their patients. 

4. The education of the legislators so that 
ultimately financial assistance may be forthcom- 
ing in the reclaiming of our cripples. 

5. The realization of a hope that some day 
we may register our born cripples as we now 
register the births, with the result that early 
treatment may be instituted; that much human 
suffering may be avoided and that it may be 
possible to make producers of many who are now 
burdens to society. 

I make this appeal to you, the Secretaries of 
the County Medical Societies of the State of 
Illinois, in order that you may become inter- 
ested in a most worthy cause; interested in a 
service for the poor and underprivileged, a serv- 
ice rendered by the physician who, when he took 
the oath of Hippocrates, swore by Aesculapius 
and all the gods and goddesses that he would 
serve humanity to the best of his ability. 

30 N. Michigan Avenue. 

DISCUSSION 

Dr, Andy Hall, Springfield: A few years ago our 
Legislature passed a resolution instructing the Superin- 
tendent of Public Instruction and the Directors of Pub- 
lic Welfare and Public Health to make a survey of 
the physically handicapped children in the state under 
sixteen years of age and to report their findings to the 
following Legislature. This survey was made through 
the various county medical societies, the school teach- 
ers throughout the state and through civic organiza- 
tions in the various counties of the state. As a result 
of this survey, we located 10,011 physically handi- 
capped children in seventy-seven counties. From some 
counties no reports were received. On the basis of 
this data we estimated that. there are 2.2 physically 
handicapped children per 1,000 population of the state 
or a total of more than 16,800 in Illinois. 

Of outstanding interest in the report are: the causes 
to which the handicapped conditions were attributed. 
Infantile paralysis was designated three times as fre- 
quently as. any other single cause. In an analysis of 
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7,716 case records which were complete enough to 
justify classification, responsibility for the handicapped 
conditions appears as follows: 
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We have the names of all these handicapped children 
with their post office addresses and the nature of their 
physical defects. If any of your county societies are 
starting clinics such as they have in Warren County 
to make such corrections as are possible for these chil- 
dren, we would be glad to furnish each county society 
with a list of the handicapped children in their county, 
Furthermore, I feel quite sure that the public health 
nurses, school nurses and the welfare workers could 
contact the parents of these children and direct them 
to their family physician and through the family phy- 
sician to a county clinic. I dare say there is not a 
community in our state in which some surgeon cannot 
be found who can take care of most of these cases 
and in communities where no surgeon is available, one 
could be brought in from the outside just as they are 
doing in Warren County. I can think of no more 
worth while or humane service that the medical pro- 
fession can render than to perfect an organization in 
each county whereby these handicapped children can 
receive proper surgical and medical treatment. 

Dr. J. C. Dallenbach, Champaign: I would like to 
say a word about the crippled children in Champaign. 
There was a lot of effort made to interest the County 
Medical Society in the crippled children’s clinics. The 
difficulty of the clinics throughout the state has been 
to get the doctors interested. In our own clinic held 
in Champaign every doctor who is a member of the 
County Medical Society is sent a card telling the date 
of each clinic and asking him to bring in crippled chil- 
dren. The orthopedic surgeon who comes there makes 
a report and that report is sent to the doctor who has 
referred the case to the clinic. I think mich can be 
done for the crippled children by having the support 
of the county medical society. 

Dr. Hall has told of the survey made by the state. 
The Elks have in the last three years since they took 
over the crippled children’s clinic in Illinois examined 
about 5,000 children. The Elks are not trying to work 
at cross purposes with the medical profession but will 
cooperate in every respect. We do not restrict the 
clinic to the poor but we request that every child that 
comes to the clinic come with a physician or be re- 
ferred by a physician. The after treatment suggested 
need not be done gratis by the physician. We have 
been handicapped by the inability to get the local phy- 
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sicians to take care of the indigent poor who are 
examined. 

I want to call your attention to one thing the Elks 
have done. There was a building built in 1914 to take 
care of orthopedic cases. It lay idle for fourteen years 
with no patients in it. The Elks after they started 
their clinics saw there was a need for hospitalization 
of their cases as the Shriners’ Crippled Children’s Hos- 
pital has a long waiting list. One floor of this building 
was opened as a hospital. The local lodges of Elks from 
which the child came had to pay the cost of the child 
in this hospital, $15.00 the first week and $12.50 after 
that. The Elks then went to the State Legislature and 
at the last meeting got a bill through which is now 
providing about $90,000 a year to run this orthopedic 
department, for teaching purposes. The cases that go 
in there are cases that are selected by the Professor 
of Orthopedics at the University of Illinois for teach- 
ing purposes. That is one thing the Elks have done, 
the bringing to the attention of the Legislature the fact 
that the building was lying idle and was not being 
used for the purpose for which it was erected. 

Dr. W. D. Chapman, Silvis: We have a statement 
from Dr. Hall concerning the survey made by the 
state. Would it be possible for Dr. Dallenbach to 
give us a statement of the work done by the Elks? 

Dr. Dallenbach: This report is to April, 1932. There 
were 4,734 children examined, of whom 522 children 
had been given hospital care; 588 children were re- 
ported cured or greatly benefited, some are earning 
their living and the rest are in schools. The Elks are 
holding 44 clinic centers. The plan is to hold a clinic 
center in every place where we can get an Elk Lodge 
to take up the work. There are 83 lodges in Illinois. 
The sphere of influence of an Elk lodge extends half 
way to the next lodge. In some parts of the state 
several lodges have combined in one clinic center. 
The Springfield lodge takes care of the crippled chil- 
dren of about five surrounding Elk communities. The 
children come to Springfield for the clinic. Spring- 
field lodge has a well developed clinic for crippled chil- 
dren and hospitalizes locally the cases needing opera- 
tion. The number of children needing hospitalization 
is greater than the facilities of the University of IIli- 
nois Orthopedic Department and many of them are 
taken care of locally. 





PRESENTING THE CANCER CONTROL 
PROBLEM TO THE PUBLIC* 


E. G. C. Witttams, M. D. 
DANVILI™Y, ILI. 


If we will give the public the benefit of what 
we know concerning the cause and prevention 
and cure of cancer, we will surely begin to break 
the wall of mystery, superstition and sense of 
inevitable calamity with which non-medical 
minds have surrounded this group of diseases or 


*Read at Annual Meeting of Illinois State Medical Society, 
Section on Radiology, at Springfield, May 18, 1932 
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pathological states of body tissues. We fre- 
quently see the motto of the American Society 
for the Control of Cancer, “Fight Cancer with 
Knowledge,” but unless we have some definite 
program of information we are rather short of 
ammunition for the fight. 

In my work with cancer patients, I have en- 
couraged them to ask questions and have found 
that there are six points of information that 
are of most interest to the patient, and every 
one of these sufferers will ask one or more of 
these questions. If one is ready with definite 
answers, the patient or inquiring friend will 
have an increased respect for our grasp on the 
situation and will be in a better mental state 
when superstition has been replaced with 
knowledge. 

The answers cannot be stereotyped or learned 
for recital like a book agent’s prayer, but will 
have to vary with the mentality of the ques- 
tioner. The background of the answers is the 
same—only the method of presenting will vary. 
I have found in talking to lay audiences on 
cancer control that there is no better approach 
than by asking and answering these six most 
common questions. Again the answers will have 
to vary with the make-up of the audience. One 
day I may be talking to a mixed high school 
assembly of students and teachers and the next 
I may have the pleasure of discussing the ques- 
tions with a University Woman’s Club. 

If personal opinion that is not compatible with 
general medical opinion is used in the answers, 
one may confuse his questioner. It must be re- 
membered that many of the men we accept as 
authorities have made talks to lay audiences all 
over the country. No medical controversy 
should ever come before the public. Our differ- 
ences of opinion, if any should exist, must be 
settled in our own groups. 

Each presentation of the cancer problem can 
easily cover the six questions, although there is 
ample material in each to make a very inter- 
esting ten or fifteen minute talk for a series 
of radio broadcasts. I will present the six ques- 
tions with a summary of the material I have 
used in answering them. 

1. What is cancer and how can I recognize its 
symptoms? It is best defined at present as an 
anarchic uprising in the body. Some of the 
body cells that have been abused, punished or 
generally mistreated throw off the body controls 
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that keep their action on an orderly basis and 
set up a system of growth of their own. Like 
all anarchies it grows rapidly and without due 
attention to providing future food and oxygen, 
forms a tumor mass which soon shuts off its 
own blood supply by pressure and failure to 
form new blood vessels to supply the growing 
tissues, with the result that it decays at the 
center and becomes the foul, repulsive mass that 
possibly some of you have been unfortunate 
enough to see in your own families. In speaking 
ef abuse of cells, I refer, for example to a 
sharp decayed tooth that may irritate a place 
on the inner surface of the cheek or tongue for 
such a long time that at the irritated spot the 
unhealthy and rapid growth of cells that we 
call cancer is started. Another example of can- 
cer starting from chronic irritations is seen in 
the number of cases of cancer of the stomach 
that follow months or years of chronic indiges- 
tion. Whatever the cause of cancer may be, 
it is an uncontrolled overgrowth of some group 
of tissue cells. 

As an uncontrolled new overgrowth of body 
cells, the first symptom of cancer would be the 
appearance or growth of a tumor mass. This 
growth is often so weak and unhealthy that 
decay starts in at once and we have the type 
of cancer seen most frequently around the face 
that appears to be eating its way into the deeper 
parts. As a general answer to the second part 
of the question, one can say that any growing 
tumor mass on or under the skin, any ulcer that 
does not heal within a few days, any repeated or 
persistent bleeding from any organ or part of the 
body may be cancer and should have the atten- 
tion of your physician without delay. 

2. Is cancer contagious? The possibility of 
cancer being caused by bacteria or other para- 
sites has been disproven so thoroughly and any 
evidence that cancer is transmissible from one 
person to another is so entirely lacking that 
this question can be answered in the negatiye 
without qualification. Cancer is not contagious. 

3. Can cancer be inherited or passed through 
a family from one generation to another? While 
we see at times families in which several cases 
of cancer occur, yet there is no traceable trans- 
mission of the disease through generations that 
will answer any of the known rules or orders 
of inheritance. The cancers that occur in these 


families are of different parts of the body. A 
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careful study of these families leads us to con- 
clude that coincidence is coupled with a family 
weakness that makes the members less resistant 
to the situations which may start cancer growth, 
Cancer is not directly inherited. 

Is cancer disgraceful? Is there anything 
about cancer that might reflect unfavorably upon 
tie good name of the patient or his family? Is 
there any reason why anyone should hide can- 
cer from his family or physician? The answer 
to these questions is an emphatic “No!” Most 
of the superstitions and fear of cancer can be 
traced to the ancient fear of leprosy. In ancient 
times leprosy was recognized as a deadly and 
highly contagious disease, and anyone who had 
it was forced to leave the town and left to die 
outside the gates or get along the best he could. 
Any person with a sore, ulcer or tumor was con- 
sidered a leper and no distinction was made 
between true lepers and people with cancer or 
surface tumors. <A person with any condition 
that might possibly be leprosy naturally would 
hide it as long as possible to avoid the banish- 
ment. Many centuries of this attitude have left 
their stamp on the human mind and we prob- 


ably inherit this fear of ostracism. Supersti- 
tion has always faded with the advance of knowl- 


edge. We can bury one more old bogey with 
the clear understanding that there is nothing 
shameful about cancer and no single social or 
moral reason why it should be hidden. 

5. Can cancer be prevented? If we accept 
the postulate that many cancerous growths start 
as a result of chronic, mechanical or inflamma- 
tory irritations it is only reasonable that if these 
irritations are avoided and corrected that the 
probability of their producing cancer can be 
avoided. Cancer is essentially a disease of mid- 
dle life and the longer one can delay physical 
middle life by keeping youthfully fit, the less 
danger there is of cancer developing. If you 
would be happy at forty, prepare for it at fif- 
teen. At fifteen look ahead twenty-five years 
and visualize your appearance then. There is 
no greater thrill to the person of forty-five than 
to be mistaken for a person of twenty, and in 
most instances the individual who gets this thrill 
has prepared for it by a life of careful living. 
Care of details of body hygiene need not be a 
burden but a pleasure, the pleasure being in the 
knowledge and power of physical fitness. Can- 
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cr can be prevented in many cases by keeping 
fit. 

6. Cun cancer be cured? The answer is Yes. 
Every cancer has a small beginning and if 
treated properly in its early stages it can be 
cared. The cure consists of complete destruc- 
tion of the cancerous tissue while it is localized 
at the place where it started and before it has 
legun to spread over the body and become a 
constitutional disease. There is not at present 
and most probably never will be a cure for can- 
cer that can be administered as a serum, anti- 
toxin, vaccine or similar substance. The treat- 
ment must be directed toward the destruction 
of the cancer by x-ray, radium, surgery or elec- 
trothermie methods. Any secret or commercial 
cancer cure that may be offered at the present 
is at the best unproven theory and at the worst 
a fraudulent and vicious attack on the bodies 
and purses of innocent sufferers. We must de- 
pend upon the destruction of the cancer tissue 
by x-ray, radium, surgery of electric-heat meth- 
ods. And when these methods are used early 
and properly, the results are becoming more 
and more satisfactory. Cancer can be cured. 

As a review of our questions the answers may 
be summarized in six brief statements: 

1, Cancer is an unhealthy and uncontrolled 
new growth of body cells starting in many cases 
as a result of chronic, mechanical or inflamma- 
tory irritations. 

2. It is not contagious or transmissible from 
one person to another. 

3. It is not an inheritable disease. 

4. Cancer carries no stigma of shame for the 
patient or any of his family. 

5. Cancer can be prevented in many cases 
by keeping physically fit and deferring physical 
middle age. 

6. Cancer can -be cured if recognized early 
and treated properly. 

While those answers contain the material used 
at each talk, the manner of presentation must be 
adjusted to the audience. 

Wherever you talk on cancer or other medical 
subjects, do not ever presume that you know so 
much more than your listeners that careless or 
unfounded statements can be used. Remember 
that among the farmers many of the young folks 
are graduates of agricultural schools and know 

nore of the laws of heredity and of practical 
bacteriology than 75% of physicians. 


High school assemblies are a delight to any 
speaker who really knows his material and can 
give it to them in a dramatic way. But remem- 
ber that high school students have gained a cer- 
tain sophistication which they may demonstrate 
to anyone who tries to hand out unproven infor- 
mation which they will recognize as bunk. 


Summary. In order to give the best presenta- 
tion of cancer control to the public, answer the 
questions that concern your listeners directly. 
Avoid personal opinions and pet theories. Ex- 
plain the background of superstitions; don’t 
make fun of them. Avoid controversial points. 
Don’t scatter gloom but urge that most cancers 
are curable if treated soon enough. Don’t urge 
any special form of treatment, as someone can 
easily give good arguments to prove that you are 
wrong. Emphasize the danger of delay and the 
value of going to the family phyhician if there is 
any suspicion of cancer. And, finally, to that 
family physician: When a person comes with a 
suspicious lesion, do not belittle his fears and 
advise waiting for developments, but act, for 
each cancer has a small beginning, develops 
slowly at first, and above all preacr. that most 
cancers are curable if treated properly and soon 


enough. 
DISCUSSION 


Dr. M. J. Hubeny, Chicago: I can not add anything 
tc the remarks made by Dr. Williams because he has 
covered everything so efficiently and very appropriately. 

I wish that Dr. Williams’ paper could be printed in 
other journals and be broadcast so that it would be 
realized that radiologists also are considering the cancer 
problem very seriously. 

It has been erroneously stated that the lay-people 
know more about the cancer problem than the average 
doctor; this, of course, is not true and such statements 
should not be made as they are misleading. If we have 
differences, and there are many justifiable ones in 
medicine, let’s not make them for public consumption 
where they are apt to be taken literally. 

One of the by-products of the promiscuous cancer 
program has been the creation of the cancer phobia, 
nevertheless, the great good done by appropriate educa- 
tion more than offsets the psychoses created. 

Dr. Harold Swanberg, Quincy: I think this subject 
of cancer is an important one, and we should utilize 
every effort we have at our disposal in order to educate 
people to a greater appreciation of cancer and what 
we can do for it. 

I should like to relate just briefly a cancer campaign 
that we carried on in our community some time ago. 
We induced Dr. Bloodgood to come to Quincy to put 
on a cancer campaign. We got our health department 
to donate $75.00 and among the physicians we raised 
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approximately $400 to pay the expenses of this cam- 
paign which was sponsored by the county medical 
society. 

We went about it like this: We utilized the news- 
papers to run advertisements in regard to cancer and 
also to advertise the big public meeting we were going 
to have with Dr. Bloodgood as the speaker. We had 
10,000 circulars printed on cancer. We had the Boy 
Scouts distribute these circulars to every home in the 
city. We rented the largest theater in the city. Every 
seat in that theater was taken and quite a few hundred 
people could not get in when the time came for Dr. 
Bloodgood to talk. Dr. Bloodgood talked for seventy 
minutes that night and not more than a dozen people 
got up and left during that time. We thought we did 
a good piece of work and I think that we are still 
reaping the rewards of the money we spent for that 
day. 

Dr. Henry W. Grote, Bloomington: I am glad to 
have heard this presentation of Dr. Williams. I think 
that there are a lot of people who need some education 
regarding cancer, and my only regret is that this paper 
could not have been presented in the Section on Medi- 
cine. About a week ago I received a postal card in the 
mail, and I was about to throw it into the waste-basket 
when I saw the name of a friend of mine on it. It 
was regarding cancer. I do not know whether that is 
a good way to scatter news, but I do think that radio 
broadcasting on the cancer problem is a good way to 
handle it. 

I should like to take this opportunity of expressing 
my appreciation of this presentation, and I hope that 
when Dr. Williams presents his talks over the radio 
that they will be divided for the different ages and the 
different activities in life. 

Dr. Perry Goodwin, Peoria: We have followed a 
plan where the Society for the Control of Cancer sends 
out a great deal of literature or pamphlets which are 
prepared for the laity. We have those pamphlets dis- 
tributed in our reception rooms, and it is surprising 
how many people take one or two of them and ask if 
they might take them home. I think that has helped 
to educate the public. 

Dr. Cantrell, Bloomington: I want to tell you of 
an interview I had with the superintendent of a hos- 
pital—a fine lady, well educated. She said, “Have you 
decided whether or not that radium will cure cancer?” 
I said, “We positively know that many cancers can 
not be cured.” She said, “Can’t you find a cure for 
cancer?” I said, “No.” “Why,” she said, “you are 
pessimistic.” I said, “I think not. The history of 
medicine written for over 2,000 years has no disease 
that has no mortality rate.” Then I saw that I had 
her where she was listening, and I said, “But we have 
as good a cure for cancer today as you have for diph- 
theria.” She said, “Oh, no! Why we can cure nearly 
every case of diphtheria.” I said, “Yes, if you get it 
early, but supposing it is four or five days along before 
you see it?” “Oh,” she said, “there is no use giving 
te antitoxin then.” I said, “Well, you have my point.” 

If we can educate the profession to send us the cases 
that are the forerunners of cancer, whether or not they 
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be cancer does not amount to anything to me; it is the 
knowledge that it will be a cancer if it is let go, and 
not go to work and paint that cancer with iodine or 
with anything else that is irritating, as I have had done 
on a number of cases, and treat that thing for three 
months before I was permitted to see it. We need 
more education along the line of the early recognition 
of cancer in the medical profession, I think, worse 
than any place else I know of. How we can get at 
that, I do not know. I sometimes think we made a 
mistake having this paper read in a separate, distinct 
section; it should have been read to the general in- 
ternes and surgeons. I feel that we should have more 
direct contact in some way. 

Carroll Eugene Cook, Chicago: In our Clinic at 
the Municipal Tuberculosis Sanitarium, we are privi- 
ledged to meet the students of all of Chicago’s Medical 
School. 

It is interesting to watch the average student’s re- 
action when they are asked to make a diagnosis by 
interrogating the patient instead of making a diagnosis 
from sight. 

Patients having even the smallest erosion of the lip 
are always carefully quizzed relative to the possi- 
bility of malignancy. 

I feel, although the patient may have been referred 
for something else and yet presents a suspicious lip 
or mole, that that patient should be questioned and the 
mole or lip erosion thoroughly investigated and that 
we should not hesitate to suggest to the referring phy- 
sician that he be on his guard concerning condition. 

Doctor Williams is to be commended for his ex- 
cellent paper. 

Dr. B. C. Cushway, Chicago: Cancer is a very im- 
portant subject and I think that Dr. Williams should 
be congratulated upon his presentation. His paper 
shows systematic procedure and very careful detail 
in carrying out the educational program. We know 
that the public is interested in this subject. The public 
is becoming cancer-minded, as it should. 

Of course, if we are going to do anything in this 
campaign regarding the relief of cancer, we must edu- 
cate the laity to come early for relief. In addition to 
educating the laity we must also educate the general 
profession. As many of you know, the Radiological 
Society has been working on educational work relat- 
ing to. radiological procedures. This includes educa- 
tional work on cancer, and we feel that it is a very im- 
portant subject. I was very glad indeed to hear a 
paper presented on this subject before the section, and 
I am sorry this paper could not have been presented 
before the Surgical Section or the Section on Medicine. 

Dr. E. G. C. Williams, Danville: The radio talks 
that have been given were sponsored by the Douglas 
County Medical Society, a really wide-awake crowd 
that seems to be trying to do something for its com- 
munities. These talks have been broadcast from a 
local station, yet we have had replies from 160 miles 
around us. It is estimated that between one and two 
o'clock on a clear Thursday afternoon over 30,000 peo- 
ple are listening to station WDZ. I am glad Dr. 
Grote mentioned the post-card. These post-cards were 
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sent to physicians all over the area that is supposed 
to be reached by this station. 1 will admit these post- 
cards were sent out at my request, because I wanted 
comments from the physicians, 

I believe that along with the education of the lay 
public it is just as well that the medical public hear 
these broadcasts, so that they may be able to discuss 
anything I have said. At first, I thought I would 
just talk to the people on the radio, because that is 
my disposition. I soon found that that was not good 
policy ; so in these broadcasts every word is written 
carefully, and I read the paper word for word. A copy 
of the broadcast is filed with the Secretary of the So- 
ciety, who is listening in, and who checks up, so that 
if anyone is going to quote what is said, he must quote 
it correctly. 

The entire broadcast plan is to take the ideas of fear, 
superstition and ignorance out of the situation. The 
letters and questions coming into the station show 
that people are actually thirsty for such a program. 

Each broadcast takes up a certain question. For 
instance, tomorrow the question will be: “Is there 
anything shameful or disgraceful about cancer?” Does 
it cast a reflection on my name or family? The at- 
tempt will be made to answer that question, taking out 
superstition, fear and false information. If any of 
you listen to any of these broadcasts and do not agree 
with anything I have said, please feel free to write 
to me with criticisms and suggestions for their im- 
provement. 





IS THE ABNORMAL TO BECOME 


NORMAL* 
Lena K. Sapter, M.D., F.A.C.S. 
CHICAGO 


The various dysgenic classes which are so 
rapidly increasing in the United States consti- 
tute our vast “aristocracy of the unfit.” They 
are an undesirable group of citizens which the 
more thrifty, intelligent and superior stocks 
willingly tax themselves to support and perpetu- 
ate. This increasing horde will ultimately over- 
run and destroy the diminishing posterity of the 
better classes unless a practical program of re- 
strictive eugenics is adopted and effectively ex- 
ecuted. 

This paper is presented in the hope that rep- 
resentatives of the Illinois Federation of Women’s 
Clubs will recognize that civilization is: doomed 
if we continue to drift down the stream of a few 
more generations on the defenseless raft of mis- 
taken brotherly love and blinded sentimentalism. 

We desire to hold before you a racial mirror 
in which you (representatives of the better racial 





*Read before Illinois Federation of Women’s Clubs, May 
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strains living in these United States of America) 
are invited to gaze while we briefly present the 
real situation of Uncle Sam’s family of one hun- 
dred and twenty-three millions. 

We are supporting in public institutions an 
idle population of defectives amounting to more 
than 1 per cent. of the total population, includ- 
ing children, at an estimated annual expense of 
more than five hundred million dollars. 

The names of these insane, idiots, criminals, 
and paupers are registered in state hospitals, 
asylums and prisons, together with some facts 
respecting their pedigrees. And we are told 
that the institutional registration is but a small 
per cent. of the total number of defectives. 

Who are these undesirables that are so ten- 
derly provided for by the taxes of the thrifty? 
In 1930 the United States census gave the num- 
ber of blind as nearly sixty-five thousand—an 
increase of eleven thousand over the previous 
census; the American Foundation for the Blind 
estimates that there are more than one hundred 
thousand (114,000), nearly five thousand of 
whom were born blind, have blind relatives, and 
will no doubt produce blind children. 

Twelve thousand of the hundred thousand 
deaf people in the United States were born deaf, 
and 32 per cent. have deaf relatives and may 
produce deaf mutes. 

In 1928 there were nearly four hundred thou- 
sand (372,101) patients in our public institu- 
tions; every day in the year more insane patients 
occupy hospital beds than do those suffering 
from ail other diseases combined, including tu- 
berculosis, cancer, childbirth, etc., and they are 
increasing at tiie rate of 72 per day. 

In 1928 nearly sixty thousand people entered 
State mental hospitals for the first time, and 
in addition, fourteen thousand were admitted 
who were suffering from a recurrence of mental 
diseases for which they had received earlier hos- 
pital treatment. This is an increase of nearly 
ten thousand over the previous year. 

In New York State, one person in ten who 
reaches adulthood will enter a mental hospital 
before he dies. It is estimated that four out of 
every one hundred children who enter school in 
the United States and Canada will some time 
be admitted to a mental hospital—a larger num- 
ber than will graduate from college. 

Highteen per cent. of all the people in the 
world are dull normals. They never have gone, 
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and never will go, farther than the fourth grade 
in school. Two per cent. of all human beings 
are feebleminded. It is estimated that there are 
650,000 feebleminded at large, outside of insti- 
tutions. The number of epileptics in the United 
States, now nearly two hundred thousand, is 
increasing year by year, and of them a large 
per cent. are feebleminded. 

There are 100,000 paupers in almshouses. 
They are a rapidly shifting group, drifting into, 
and out of, these county institutions, which sug- 
gests that they are inefficient and of low grade 
mentality. 

In 1929 there were more than a hundred thou- 
sand (116,000) inmates in prisons, penitentia- 
ries, reformatories, and institutions of detention 
in the United States, an increase of nearly ten 
thousand in a single year. 

Let us look for a moment at the money thrifty 
citizens annually pay in taxes to care for this vast 
army of defectives and delinquents in penal in- 
stitutions, state hospitals, almshouses, etc., of the 
United States. For the fiscal year 1928 there 
was expended for the deaf, blind, and mute over 
thirteen million dollars ($13,075,663) ; for the 
mentally diseased, over one hundred million 
(#103,239,249). If the rate per cent. charged 
for institutional depreciation and the per capita 
cost for legislation, courts, etc., be added, the 
annual sum expended in this field by tax pay- 
ers amounts to almost one hundred fifty million 
($143,353,933). If we add to this a fair esti- 
mate of the loss of future net earnings of the 
average first admissions to hospitals for mental 
disease, the total is nearly seven hundred mil- 
lion dollars a year ($686,603,410). The annual 
cost of the care of the inmates in our penal in- 
stitutions and houses of correction is over fifty- 
five millions ($55,824,887). Putting all these 
figures together, but omitting court costs and 
legislative and institutional depreciation, we are 
annually taxed for the care of the mentally dis- 
eased, the defective, and the delinquent, 35 per 
cent. of the total expenditure by all the states 
for public school education. 

In our own Illinois the latest figures of the 
state statistician show that in 1928 the thrifty 
people of this state were taxed for these unde- 
sirables confined in institutions, as follows for 
the care of defectives, nearly seven hundred thou- 
sand dollars ($683,452.38); for the feeble- 
minded, over one million ($1,031,189.44) ; for 
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epileptics, over one hundred thousand ($120,- 
000); for the deaf, over three hundred thousand 
(322,615); for the blind, over two hundred 
thousand ($219,621.38); for the insane, over 
six million ($6,104.077.85) ; for new institutions 
and for improvements in those already existing, 
over five million ($5,267,155.44). An addi- 
tional million a year is spent by the state in 
directions other than institutional—a grand to- 
tal of over twenty-two million dollars, the tax 
of the thrifty for the great army of defectives 
and criminals in this one state alone. We spend 
only five times this amount on our public schools, 
Think of it: one-fifth as much money spent on 
defectives and delinquents as for the support 
of the public educational institutions! 

The tragedy of it all is not that we are spend- 
ing these enormous sums this year, or even that 
we shall continue to do so during the lives of 
these undesirables who today are incarcerated 
or who are otherwise wards of the community, 
but rather that we and our children’s children 
must continue to do this for untold generations, 
unless something is done about it; for mental 
defectiveness, which is at the bottom of it all, 
is directly inherited. As long as these individuals 
are allowed to propagate their kind without let 
or hindrance, the demand for the expenditure of 
these vast sums will not only continue at the 
present rate, but will increase from year to year 
in alarming proportions. 

There is a startling relationship between vice, 
crime, and drunkenness, and poverty and feeble- 
mindedness. Recent psychic studies show that 
criminality as such is not hereditary; that which 
is inherited and which is associated with crime 
is mental disorder. Eighty-five per cent. of the 
youth brought into the Boys’ Court of Chicago 
are mentally disordered, and over 50 per cent. of 
all criminals everywhere are mentally sick. 

In Illinois alone, if our criminals increase 
each year at the present rate, we shall have an 
additional 10,000 inmates of penal institutions 
to deal with in just seven ycars. The prison 
population of Illinois for seventy years has shown 
a tragic growth; the last ten years has witnessed 
an increase greater than that of the previous 
sixty, and 1931 exceeded that of any previous 
ten-year period. The feebleminded at Lincoln 
and Dixon increased 5 per cent. over 1930. 

The modern civilized races are proud of their 
ability to control nature. What an insult to our 
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intelligence to intimate that we cannot control 
human reproduction so as to deliver society from 
the burden and disgrace of having to support 
helpless defectives and dangerous degenerates at 
a cost of far more than five hundred million 
dollars a year. 

Suppose, my clubwomen friends, a new dis- 
ease plague should descend upon us which would 
strike down 2 to 3 per cent. of the population, 
not merely rendering them inefficient but actu- 
ally throwing all these smitten individuals on 
the community for their entire support at a cost 
of over five hundred million dollars a year. What 
would we think? What would we do? 

We are today face to face with a much more 
serious problem—one of gigantic proportions— 
for while these plague victims would not transmit 
their ailment to the succeeding generation, while 
the annual expense would cease with their deaths, 
the menace of feeblemindedness, insanity, and 
delinquency is a rising tide, constantly growing 
in volume, because these enemies of society pass 
on their faulty mental and moral taints to their 
rapidly increasing progeny. Must we sit su- 
pinely by and let all this go on? No! a thou- 
sand times, no! 

Here we are coddling, feeding, training, and 
protecting this viper of degeneracy in our midst, 
all the while laying the flattering unction to our 
souls that we are a philanthropic, charitable, and 
thoroughly Christianized people. We presume 
to protect the weak and lavish charity with a 
free hand upon these defectives, all the while 
semingly ignorant and unmindful of the fact 
that ultimately this monster will grow to such 
hideous proportions that it will strike us down, 
that the future descendants of the army of the 
unfit will increase to such numbers that they 
will overwhelm the posterity of superior humans 
and eventually wipe out the civilization we be- 
queath our descendants; and all this will cer- 
tainly come to pass if we do not heed the hand- 
writing on the wall and do something effectively 
‘0 stay the march of racial degeneracy, for it is 
wid that even now three-fourths of the next 
generation are being produced by the inferior 
one-fourth of this one. ’ 

Public lethargy and general indifference to 
this subject is due to the fact that we have be- 
tome more or less accustomed to these conditions. 
Davenport says, “We have become so used. to 
crime, disease, and degeneracy that we take them 
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for necessary evils. That they were in the 
world’s ignorance, is granted. That they must 
remain so, is denied.” The great horde of de- 
fectives in the world today have the right to 
live and enjoy as best they may whatever free- 
dom is compatible with the lives and freedom 
of the normal and thrifty; but society has the 
undeniable right, yes, and is bound by the duty 
to protect itself, by whatever methods it may 
deem wise, against repetitions of hereditary 
blunders. If my profession continues to try 
to save every weak child that is born into the 
world; if we continue to serve the unfit baby in 
our welfare stations, dispensaries, and clinics, 
and if this coddled, protected weakling grows to 
adolescei:ce and shows that it cannot get out of 
fourth grade at school, that it is manifestly de- 
fective and degenerate, and if we know that it 
is likely to produce only unfit individuals; then, 
we maintain that society owes it to the medical 
profession on the one hand and to itself on the 
other, to say—in substance—to this child: “We 
will continue to do the very best for you; you 
shall be educated or trained to your fullest ca- 
pacity—and then you shall be either segregated 
or sterilized—we will do our full duty by you, 
but there must be no more like you.” 

One of the most terrible blunders connected 
with our present management of these classes 
is that we keep some of them incarcerated in 
custodial institutions until they grow: up, be- 
come sexually mature, and then, when because 
of the training we have given them, they have 
become partially or wholly self-supporting, they 
are forthwith turned loose upon the public to 
begin their calamatous career of freely reproduc- 
ing themselves only to curse the next generation. 
Segregation, to be effective in cutting off defec- 
tive germ plasm, must be strictly according to 
sex. In segregating the female, the attendants 
immediately in contact with these unfortunate 
individuals should be of the same sex, for we 
should remember that each year there are born 
over one thousand illegitimate children to fee- 
bleminded mothers on our county farms. 

The chief objection urged against segregation 
is that of expense; this is not a valid objection 
in view of the enormous amount of money spent 
in conducting the courts, and for the main- 
tenance of hundreds of institutions of correction 
and detention which at present do not care for 
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one-tenth of our defective and antisocial popula- 
tion. 

The expense would normally decrease with 
each decade and would be enormously diminished 
in a single generation. The details of the pro- 
gram of segregation are too large a subject for 
this paper, but we merely say in passing that 
these undesirables could be located on state farms 
and their labor so utilized as to make them 
largely self-supporting. A large per cent. of the 
feebleminded would be able to do enough work 
to provide for their own care. The group which 
could not contribute to its own support, such 
as the insane, the highly criminal type, the epi- 
leptic, etc., the state would continue to care for 
as at present. The point we want to emphasize 
is that if they are all incarcerated for one life- 
time so that they cannot reproduce their kind 
at all, our problem will largely solve itself in 
two generations. 

And now concerning sterilization as a means 
of stopping reproduction on the part of the de- 
fective classes: It is agreed by all that steriliza- 
tion should never be advocated in doubtful cases 
or in the milder and more questionable forms 
of defectiveness, but it would seem to be admir- 
ably suited to cases of undoubted feebleminded- 
ness, whether the defect were manifested as 
criminality, imbecility, or some form of heredi- 
tary sexual perversion. 

Let it be clearly understood that sterilization 
in no wise interfere with the normal biologic 
feelings and impulses of the individual. The 
self-supporting types of sterilized individuals 
could marry and live out their natural lives, 
while at the same time society could breathe more 
freely, knowing that no feebleminded offspring 
would result from such marriages between the 
hereditarily defective. 

There is no question that a sterilization law, 
enforced throughout the United States, would 
result, in less than one hundred years, in elimi- 
nating at least 90 per cent. of crime, insanity, fee- 
blemindedness, moronism, and abnormal sexual- 
ity, not to mention many other forms of defec- 
tiveness and degeneracy. Thus within a cen- 
tury, our asylums, prisons, and state hospitals 
would be largely emptied of their present vic- 
tims of human woe and misery. The indigent 
and aged paupers, and the unfortunate degener- 
ates of various types would disappear as a trou- 
blesome factor in civilized society. 
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In man’s early history, primitive life was for 


the swift and the strong. The puberty rites 
which sent the youth far from the clan into the 
wilds for twenty-eight days were sorters of men. 
Natural selection’s death rate of the jungle 
helped to purify the primitive race by destroying 
the weak and permitting only the strong to live 
and reproduce. 

Eugenicists hope to arrive at the same result 
by the selective birth rate. If antisocial indi- 
viduals are kept humanely segregated during 
their lifetime instead of being turned out after 
a few years of institutional life and allowed to 
marry, they will leave no descendants, and the 
number of congenital defectives in the commu- 
nity will be notably diminished. If the same 
policy is followed through succeeding genera- 
tions, the number of those incapable of taking a 
useful part in society will steadily decrease. 

If, while these reforms are being accomplished, 
the present definite tendency among the well- 
to-do and the more thrifty groups of the work- 
ing classes toward race suicide can be success- 
fully combatted; if these superior men and 
women can be imbued with the conviction that 
they owe a duty to the race, to the generations 
of the future, to leave behind them families of 
substantial size as guarantees that the noble lega- 
cies of mind and morals received from their an- 
cestors shall be vouchsafed to their children’s 
children down through the centuries—then there 
is assurance that this problem will be solved. 

If America is to escape the doom of the na- 
tions of old, we must breed good Americans. 
The fall of every nation in history has been due 
to many causes, but always chief among them 
has been the decline of the national stock. Na- 
tions must change, but they need not of neces- 
sity die out. A quickened eugenic consciousness 
is one of the prerequisites to the working out of 
a successful racial program. “Better Babies” 
must become the watch word. Our religious and 
our moral codes must include the conscientious 
conviction that the race must be purified. Eu- 
genics must be taught throughout our national 
educational system. 

No civilization can endure in the presence of 
a continuous oversupply of inferior stocks, and 
its decline and overthrow becomes doubly sure 
and certain if, at the same time, there is an 
undersupply of the superior stocks—those stocks 
which carry the germ plasm of leadership, talent, 
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and ability. Some nations have risen rapidly 
in culture and efficiency and subsequently fallen 
vith equal rapidity. Is the United States to be 
one of these ? 

In times of war, when our national safety is 
griously threatened, we have not hesitated to 
conscript the ablebodies and clearheaded man- 
hood of the nation—our very best stock—for an 
amy of defense for the protection of our civil- 
zation and institutions. Would it not be equally 
fitting, since it is within our power, to conscript 
—literally to draft—this great horde of defective 
individuals who are not only a curse to the so- 
ciety of today, but who are also the carriers of 
degeneracy to future generations? Why not con- 
sript these undesirables for the common weal, 
and then, after they are examined, studied, and 
classified, take such action as will not only be 
for their best good, but which will also be in the 
interests of the welfare of society as a whole, both 
today and for all time to come? 

If we should thus conscript our degenerates, 
sanely classify and properly employ, incarcerate 
or sterilize them, within a very few years most 
of our charities, which are dealing largely with 
problems resulting from feeblemindedness, would 
go out of business; most of our jails and brothels 
would be empty; our courts would languish for 
want of cases; and fully three-fourths of our 
philanthropic and reformatory work having to 
do with poverty, vice, intemperance, delinquency 
and crime would stop for want of the feeble- 
minded grist which today keeps these mills of 
charity grinding. 

American conditions call for thoughtful con- 
sideration—for serious study. The problems of 
the hour challenge our immediate consideration. 
Our national life needs to be studied in the light 
of the rise and fall-of other nations. We are 
but a young people, and now is the time, in our 
adolescence as it were, carefully to take stock, 
earnestly to inquire into and recognize our fun- 
damental defects, and then with patriotic cour- 
age and stalwart bravery to consecrate our hands 
to the task and dedicate our minds to the cause 
oi turning away the swelling tide of moral de- 
cadence end mental defectiveness before this dire 
threat of degeneracy shall have time to assume 
more serious proportions, and before the racial 
deterioration which now looms in the not far 
distant future shall have, to further degree, un- 
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dermined the stability and intellectual great- 
ness of America and Americans. 

The call now to the citizenship of our coun- 
try is for the reading, thinking half to become 
students of the great problem of race better- 
ment; to formulate their ideas, revise their opin- 
ions, reach sound conclusions, and then, in turn, 
to become teachers of the other, the unthinking 
and the careless half, which are driving on heed- 
lessly toward racial decadence and national ruin. 

The hour has come to sound the rallying cry 
for that part of our citizenship which is willing 
ts look the facts in the face and then with in- 
telligence and determination to lay the axe of 
prevention to the roots of the tree of tainted 
heredity, which is responsible for this increas- 
ing harvest of human unfitness, defectiveness, 
and degeneracy. 
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PUBLIC HEALTH EDUCATION* 


H. E. Kie1nscumipt, M.D. 
NEW YORK CITY 


“Give me a lever long enough 

And a prop strong enough 

I can single handed move the world.” 
—Archimedes. 


A heavy burden rests upon the people; it is 
the pressure of premature death, sickness, and 
impaired health. The load is made heavier by 
apprehensions and superstitions—by-products of 
actual sickness and death. The pull of man’s 
strivings is upward; but the load anchors him 
to the clod. 

Yet the burden is not an inevitable one; it 
can at least be lightened to a fraction of its 
present weight. According to Louis I. Dublin, 
the lives of some 9,000 mothers could be saved 
annually were they to avail themselves of ordi- 
nary prenatal and maternity care. Thirty 
years ago, one baby out of four died during his 
first year; today, the ratio is one to fourteen 
and yet some 57,000 babies died unnecessarily 
last year in the United States. Think of the 
burden once imposed upon us by diphtheria! 
Which was more unbearable—the destruction of 
life or the anguish suffered by the mother and 
the doctor looking on helplessly while the child 
slowly strangled to death? Smallpox, rickets, 
typhoid fever, malaria, tuberculosis are “prevent- 





*Read before Joint Session Surgery, Medicine, Radiology, 
Public Health & Hygiene, Springfield, May 17, 1932. 
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able.” Handicaps such as malnutrition, carious 
teeth, defective vision, and a large percentage of 
mental abnormalities need not be. The load 
can be lifted at this very time to a great extent. 

Medical knowledge is the potential power that 
can lift it. Vast indeed is the store of medical 
knowledge today; no single mind can encom- 
pass it, but every doctor knows how to obtain and 
deliver the particular knowledge applicable to a 
specific problem. Not only does he apply it in 
diagnosis and treatment but he also gives of it 
freely to each of his patients. Indeed the title 
“doctor” properly translated means, not “healer,” 
but “teacher.” In a very real sense the doctor 
is the health tutor of the people. The knowl- 
edge, the reassurance he gives lifts many a 
burden. 

But is that enough? Relatively few. people 
derive the benefit of such individual tutelage, 
for the knowledge given seldom extends beyond 
the particular patient and his immediate need. 
Enormous quantities of life-saving information 
remain locked up like the wealth of an untapped 
mine. The problem of distributing this power 
tc the innumerable units which compose society 
has challenged the initiative of many gifted with 
a social bent but lacking in medical training. 
Ifow they have approached this task and how 
they are carrying it on is of pertinent interest 
to the practitioner. 

The gravitational forces that make the bur- 
den of sickness heavy and keep it settled on man 
are mainly ignorance, tradition and indifference. 
Only a Samson can budge the inertia of the hu- 
inan mind—and Samsons are rare. It was a 
great day when pre-historic man discovered the 
lever, the multiplication table of applied energy. 
Today, our mechanistic mode of life would be 
impossible without it. By means of levers, any 
soft-muscled man or woman can direct and con- 
trol the power of some 40 or 50 horses under- 
neath the hood of the auto. 

Public health education is the lever used to 
pry off the load of sickness. Modern business 
methods have taught us to respect the power of 
advertising. Create a cigarette, any kind of a 
cigarette, put it on the market with advertising, 
and presently millions of people demand that 
particular fag with childish eagerness. Stop 


advertising, and sales drop off to almost nothing. 
As the lever of advertising is manipulated, so 
the load of merchandise is moved. Our mission, 
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however, is not to unload unwanted or even de. 
sirable goods on people but rather to pry a bur. 
den loose from them; a much more enduring 
achievement. 

Health education is a relatively recent develop- 
ment and the use of this lever is still somewhat 
crude. But by taking a leaf out of the book of 
the advertiser, another from that of the educa- 
tor, the health publicist is making creditable 
progress. He soon learned that the successful 
advertiser lures buyers by playing up the happy, 
desirable features of his product, and that the 
educator emphasizes constructive, positive con- 
cepts rather than negative ones. And here the 
health educator struck a snag. How could he 
popularize a subject from which most normal- 
minded people shrink (and all disease menaces 
are of that nature). For example: What appeal 
is there about tuberculosis that can be called 
happy or alluring? None, except the prospect 
of escaping it and that is weak. Certain com- 
mercial commodities, it is true, face the same 
kind of “sales resistance”; fire prevention ap- 
paratus and life insurance, for example. Adver- 
tisers of such commodities do resort to the fear 
appeal but always they provide a way of escape. 
Am I, too, shunned by the charming debutantes 
because I have halitosis? Don’t worry, a coupon 
on the corner of the page brings to me a sure 
remedy. Health educators have become fairly 
expert in sounding the cheerful note and in cul- 
tivating constructive action. These and other 
tricks they are rapidly learning and health edv- 
cation today competes with a multitude of com- 
mercial appeals. 

Archimedes based his boast on two conditions; 
to have a lever long enough and a “prop” or 
fulcrum, strong enough. What is the fulcrum 
which we need for the efficient use of our lever? 
It is the possession by the people of sound, basic 
knowledge and the ability to think straight. 


Public health education, an adaptation of adver- § 


tising, does not supply basic knowledge except 
to a very limited extent. As for causing people 
to think straight, I am afraid we must admit 
that much of our popular health education does 
not help people to think logically but prompts 
them rather to accept what the propagandist de- 
sires them to believe. 

At this point, we pause to define our terms 
By education in its pedagogic sense we mean {0 
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“educt,”"* to coax out of a developing mind the 
latent intelligence which is there. Publicity or 
public education is the process of informing the 
people in general. It has to do primarily with 
the molding of public opinion. Education in 
its restricted sense is an _ intellect-developing 
process. Publicity is a laying-on process; a 
method of adding new facts to ideas already 
eisting in other persons’ minds. 

Health publicity has accomplished much in 
the past, but its leverage power is still decidedly 
limited for want of a better “purchase” or grip. 
Health publicity is capable of conveying an un- 
complicated truth that can be expressed in brief 
slogan form, or an appeal that can be put on 
an emotional basis, or a concept that can be con- 
iensed into a simple formula, but not much 
more. If the particular health idea we wish to 
introduce to the public is a bit complex, health 
publicity helps but little. For example, it seems 
very important that parents should understand 
that all tuberculosis is not “consumption” in 
the traditional sense. But how can we teach 
them to make distinctions unless they possess a 
working knowledge of physiology and hygiene? 
Once having elarned that tuberculosis is charac- 
terized by cough, loss of weight, and fatigue, it 
is difficult for the non-medical person to form 
a mental picture of symptomless tuberculosis in 
children unless he has sufficient biological back- 
ground to visualize the several steps in the de- 
velopment of the disease. 

How is he, furthermore, going to distinguish 
between the advice of the quack and that of the 
scientific physician? Shall he trust the doctor 
who advises an operation for hemorrhoids, or 
the chiropractor who adroitly manhandles the 
backbone so that the vital juices may more freely 
low? Is vaccination a safe protection against 
smallpox or is it the “injection of pus from a 
sick calf into a healthy child’ as Elbert Hub- 
bard put it. 

To furnish a firmer fulcrum for the lever of 
health publicity, we must lay a more solid 
foundation than is possessed by most adults of 
this generation. Sound child education prom- 
ies to do that for us. True, our methods of 
teaching are yet far from perfect but enormous 
strides have already been taken. ‘Teachers are 
being better trained to teach health, and careful 


—_ 


*Educe—to lead forth (as a shepherd leads his sheep). 
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study is being given to the content or subject 
matter of health teaching. 

Health education of children may be justified 
for its immediate pragmatic value. If we can 
develop in children the habit of cleanliness, for 
example, we are achieving much. But that is 
not enough. To be sure,‘the approach to young 
children must be via the imagination, the play 
instinct, and the tendency toward habit forma- 
tion; but at some period in the child’s develop- 
ment, he begins to think thoughts of his own. 
Minds do not grow on jingles, slogans, and 
bastard nursery rhymes. That is why health 
educators are urging that children of older age 
be given the raw materials for mental growth 
and that they be taught how to use this material 
for practical purposes. During the high school 
period when a group consciousness begins to 
emerge, is the time to cultivate in the student 
an understanding of community health, which 
implies that he should be taught the fundamen- 
tals of physiology, bacteriology, and hygiene in 
general. Our colleges and universities particul- 
larly should strive to create an appreciation for 
sound medical and public health principles, for 
in these institutions are being trained the future 
leaders of public opinion—men and women whose 
judgment will be relied upon in many a crisis 
involving advancement in public health. 

The health education movement has in the 
last few years gathered momentum. Has this 
new social force encroached on the established 
field of medical practice to the benefit or to the 
detriment of the medical profession? I ask the 
question rhetorically, hoping no one will volun- 
teer to answer it flatly lest we be drawn into 
endless and useless debate. My personal opin- 
ion is that if the ledger could be balanced, we 
should find the “benefit” side heavily outweigh- 
ing the “detriment” side. But however health 
education may affect the doctor’s welfare is not 
the pertinent point, for tradition has stamped us 


' as willing servants of the common good regard- 


less of personal interests. Medicine is not a 
craft existing for the enrichment, financial or 
intellectual, of its practitioners, but it is a type 
of service demanded by the people. 

Fortunately the profession thoroughly be- 
lives in health education—of the proper sort. 
It would not be honest, however, to say that 
(excluding a few notable exceptions) the pro- 
fession as an organization has given leadership 
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to it. Doctors have furnished most of the in- 
spiration and have given generous support to 
our popular health movement, but this has come 
mostly from doctors as individuals and not from 
the organized group. Doctors, however, individ- 
ually and as a group, do have an important stake 
in this newer development of medicine designated 
as health education. They are concerned both 
with the lever or health propaganda, and with 
the fulerum or the formal teaching of health. 
What should be the attitude of the organized 
profession toward health education ? 

Only the group can answer. But may I be 
permitted to suggest certain lines of thought 
and raise certain questions for discussion. 

Should health education be regarded as a 
branch of medicine and, therefore, practiced and 
directly supervised by legally qualified physi- 
cians?’ With regard to the formal teaching of 
health in schools, the question seems already to 
be settled. It is generally accepted that school 
health teaching is primarily a matter of peda- 
gogy. The substance or content of the teaching 
must be derived from, and authenticated by, the 
physician, but the final selection of content and 
the real job of teaching belongs, by common 
consent, to the teacher. Following the early 
“Modern Health Crusade” method of teaching 
school children, an attempt was made to sys- 
tematize or formulate the principles of health- 
ful living for children and to introduce such 
training in the regular school curriculum. This 
effort marks the beginning of the now wide- 
spread scheme of school health education. The 
basis of the plan introduced in 1924 was a re- 
port on health education drafted by a joint 
Committee of the National Education Associa- 
tion and the American Medical Association. 
This report, revised in 1930, is still the “Bible” 
of the school health educator. The principle of 
partnership between the medical and teaching 
professions in determining what should be taught 
the child and how, is thus established. 

Health publicity or adult health education or 
health propaganda. (call it what you will) has 
to do mostly with adults in the mass. Is it the 
function of the medical profession to direct or 
control that important branch of health educa- 
tion? My tentative, and by no means unequi- 
vocal, answer would be “no.” In the first place, 
doctors are not trained or equipped to undertake 
that task. The doctor is practiced in the tech- 
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nique of making individual diagnoses. He 
specializes in the study of the biological devia. 
tions from the normal in individual persons, He 
particularizes and concentrates, as with a fun- 
nel, all the knowledge and experience he may 
possess on a single person’s problem. Health 
education, on the other hand, demands a type 
of mind that envisages vast numbers of people, 
The health educator starts with a single, con- 
crete idea and attempts to deliver it to the 
masses; he, too, uses a funnel but he reverses 
it and makes a trumpet of it. These two types 
of personality and training are strange bedfel- 
lows indeed, and rare is the individual who com. 
bines both types in one mind. 

Neither of these exponents of two professions, 
medicine and mass education, can alone wield 
the lever of popular health education success. 
fully. Their viewpoints, traditions and tastes 
are often at opposite poles. ‘The mass educator 
(at least in his unregenerate state) leans toward 
the dramatic if not the spectacular, and measures 
his success by the volume of echoes he is able 
to raise. The doctor (still laboring under his 
professional inhibitions) jealously nurses or even 
conceals his truth until he is sure it can do no- 
body harm. Yet both of these trends must be 
blended if sound medical knowledge is to be 
delivered to the largest number of people. It 
appears to me that only by combining forces will 
health education best succeed. 

To the medically trained man we look for 
guidance as to the content of the health message. 
He must determine precisely what should be 
broadcast. Out of a mass of facts and data ac- 
cessible to the doctor, he must select only those 
that are pertinent. He must determine for us 
what the public should, and should not know. 
Cut of the tomes on cancer, for example, he must 
cull those three or four basic concepts, which 
the layman should know and can grasp. With 
fine discrimination he must determine whether 
the publication of certain facts will stir up more 
hysteria than it will prevent pathology. To 
have tuberculosis in the lungs and not be aware 
of it is a misfortune; to carry the spectre of it 
in one’s head is a calamity. For this meticulous 
job of selecting what the public should know 
the doctor may need the counsel of the educator 
and psychologist but for the factual basis, the 
physician alone is responsible. 

The publicist, on the other hand, must be 
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master of the subtle principles of broadcasting 
jnowledge. His specialty is an understanding 
oi how the mass mind reacts and he must know 
how to launch ideas along the channels that 
reach people’s minds. He is content to accept 
without question the facts which the medical 
man selects but reserves the privilege of so phras- 
ing them that they will be palatable to popular 
taste. If castor oil is what the people happen 
to need he will not attempt to substitute some- 
thing sweeter but will invent a suitable capsule 
or lozenge for it. In his contact with the physi- 
cian, the publicist gradually catches the doctor’s 
viewpoint and the doctor in turn becomes more 
appreciative of the art and necessity of mass 
education. 

For these reasons, I submit that the burden of 
health education is one to be shared by the doc- 
tor and the layman skilled in mass instruction, 
just as school health education is jointly assumed 
by physician and educator. 

Partnership 1s the keynote. Here and there 
medical associations have launched an indepen- 
dent, popular health education program. Some 
reach the people by conducting daily columns of 
information in the newspaper, some by main- 
tuining a speakers’ bureau, and a few through 
paid advertising. These efforts are meeting with 
varying success. But there are difficulties con- 
nected with such enterprises: Advertising in 
general has created the prejudice that the ad- 
vertiser has something to sell which will profit 
him more than the buyer. There is perhaps no 
better formula of health for the layman than 
that he should cast his burden upon the doctor. 
Ke should learn to rely upon the doctor, not only 
for advice in time of sickness, but also for guid- 
ance in keeping well. Any effort that is made, 
therefore, to create an appreciation of scientific 
medicine and to help people to distinguish be- 
tween real medicine and cultism is to be com- 
mended. Yet because such excellent health edu- 
cation emanates from the group that has, so to 
speak, a vested interest in medicine, its value is 
‘riously discounted. No one can criticize a 
medical society for encouraging such publicity 
but when that society becomes the spokesman 
for health in a community, it must be ready to 
encounter the suspicion that its purpose is to 
treate business for the doctor. That is unfor- 
tunate but such is the tenor of this commercial 
age. For that réason, the health department or 
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the volunteer health association is often in a 
better position to command the ear of the pub- 
lic for they, theoretically at least, speak for no 
special interest but the welfare of the public. 
Again it would seem that partnership is the best 
solution. 

Assuming that for the common and maximum 
good the medical profession is willing to share 
partnership in the great enterprise of modern 
health education, how best can the profession 
function? Is it not by participating actively in 
all so-called lay health movements? Incidentally 
it is very unfortunate, I think, that the designa- 
tion “lay health work” has been coined. The 
implication is that “lay workers” are outsiders, 
not of the fold, interlopers in the field of medi- 
cine. The promotion of health, as Disraeli said, 
is the first duty of the state. In a democracy 
the people have a right to plan the kind of 
health program and to organize the kind of health 
machinery they desire, whether for better or for 
worse. In a democracy medical men are the 
expert technicians in this scheme. They are 
looked to for guidance, but it is not for them 
solely to determine policies and practices. Medi- 
cine is not a priesthood but a service. That be- 
ing the case it seems to me that as a profession 
we should cast our lot with the body politic and 
consider ourselves part and parcel of the com- 
munity (though with special qualifications to 
advise) and as such, we should participate in, 
but not dominate, public health education. It is 
through the health departments and the health 
associations that the medical profession can most 
powerfully exercise its influence for truth and 
sanity and progress. 

I am not unaware of an unfortunate error 
sometimes committed by health associations, and 
that is, the tendency to organize and set up the 
machinery and when that has been done to call 
upon the medical profession to help. That makes. 
of the doctor a rubber stamp or at best a fol- 
lower. The doctor should come into these social 
eterprises “on the ground floor” in the very be- 
ginning and as a specially qualified participant 
he should be ever alert to take the initiative and 
to give guidance, scorning not to play the game 
with those whose approach to the problem has 
been by way of some avenue other than medicine. 
Accept the principle that health education is the 
monopoly neither éf the doctor nor of the social 
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zealot, but an instrument of democracy and this 
difficulty will dissolve. 

For the soundness of these principles, I am 
not yet ready to go to the stake. There has been 
all too little cool and candid discussion of them 
to be sure of our ground. But of one thing in 
this field of health education, I am certain, and 
that is that education of the members of the 
medical profession themselves is clearly the ob- 
ligation of organized medicine. Here is a health 
education problem within our gates, in fact on 
our very doorstep crying loudly for adoption. 
As the people become more and more aware of 
what medicine has to offer them, as they be- 
come more critical and discerning, increasing 
demands are made of the family doctor. Know- 
ing that there is a method of preventing diph- 
theria our patients are demanding that protection 
from us. We must be able to deliver the goods. 
The idea of a periodic health examination has 
commended itself to many thinking people. They 
now have a fair notion of what such an examina- 
tion should comprise and they pass cold judg- 
ment on the doctor who does not deliver the 
service of a high standard. Mothers have 
learned the value of diphtheria immunization, 
the significance of the tuberculin test, the need 
of a proper dietary. The doctor is obliged to 
meet this demand and unless he keeps briskly 
in step with medical progress his patients’ de- 
mands soon outstrip his ability to supply. What 
could be more embarrassing? To keep always 
one jump ahead of the public, eternal study is 
necessary. The job of health education of the 
profession itself is a sizable one, and only the 
profession as an organization can do it. 

In summary we may say that: 

1. Medical knowledge, properly delivered to 
the people is capable of lightening a vast bur- 
den resting upon the people. 

2. Health publicity must be reenforced or 
preceded by sound health education in its peda- 
gogic sense. 

3. Health education and health publicity rep- 
resent an instrument of democracy and as such 
should be of the people, by the people and for 
the people. 

4, The medical profession is peculiarly quali- 
fied to give direction and to furnish technical 
advice in health education and publicity. 

5. The medical profession can exercise its 
duty and privilege best by participating with 
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the democratic agencies known as health depart- 
ments and health associations. 
450 7th Avenue, New York. 
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Dealing as he does with human beings and 
human weakness, the doctor meets enough avoid- 
able and petty irritations in his daily work to 
weary him—at times to the extent of deadening 
whatever leaven of human kindness he may have 
towards his fellowman. If he becomes cynical, 
there is a reason. Confronted with medical re- 
sponsibilities, nearly always serious, and often 
grave; endeavoring to sincerely live up to the 
Hippocratic oath; using every known resource to 
save life and prevent disease to the best of his 
ability; worrying how to make both ends meet 
and yet keep up his professional prestige, he is 
too often beset with unnecessary vexations ex- 
traneous to his actual medical practice and pro- 
fessional relations to his patients. By “extrane- 
ous” is here meant all the kin of the patient, 
but the “vexations” refer only to some of them. 
It also includes the blind egotism of certain 
lay relatives who invade the province of the doc- 
tor, discussing medical men and medical mat- 
ters; make diagnosis, and with smug satisfac. 
tion flaunt an assumed medical knowledge in no 
way justified by education or special training. 
But then, it is one of the average layman’s con- 
ceits to dabble in the treatment of disease, where 
he would confess ignorance of any other form 
of professional practice. 

The doctor attempts to exhibit as much tact 
and kindly tolerance as the patient’s case neces- 
sitates. Experience makes him aware of the 
human factor in the patient. He conscientiously 
tries to treat his patient as an individual, and 
not a disease, giving that necessary personal 
“human touch” to the sickroom situation. The 
value of the proper rapport between himself and 
the patient as a part in the success of treatment 
is not underestimated by the wise doctor, be 
cause he realizes that the character of the pa 
tient is nearly as important as the character of 
the pulse. 

In most instances, the physician’s service and 
counsel is accepted by the patient submissively, 
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and When not otherwise influenced, gratefully 
as well. Almost every patient has the will to 
get well. Complete reliance in the physician’s 
medical skill gives the patient more confidence, 
encourages rapid recovery and of course adds a 
modicum of whatever joy there may be in the 
daily life and work of the doctor. 

Nearly every sick person becomes more or less 
panicky, and the astute physician attempts to 
avert alarming the patient and gives every 
cheery assurance to allay uneasiness and ground- 
less fears usually engendered by illness. Ap- 
pealing to the reason of the reasonable and play- 
ing on the feelings of the emotional ones makes 
most patients amenable to the methods of the 
medical adviser. The substance of the relation- 
ship between doctor and patient is the abiding 
faith of the patient in the doctor, and the doctor 
in himself. This is psychotherapy plus. 

To a certain extent, the doctor expects to be 
quizzed by his patient. It is excusable that a 
sick person of any intelligence should wish to 
know the nature of the disease and how long it 
will last. Circumstances determine what the 
doctor may do in any given case. Occasionally, 
the physician is unduly taxed by an anxious and 
unreasonable sufferer, but learning that forbear- 
ance helps make a successful practice, the doctor 
governs his temper and meets the situation with- 
out any outward show of resentment. A part 
of good treatment is not to let the over-anxious 
and nervous sufferer ruffle him, and as long as 
the physician is left free to dominate the patient 
and the issue is successful, well, then, the end 
justifies all the vexations endured. Anyway, the 
doctor tries bravely to forget his own feelings 
so as to exercise whatever art and kindness he 
can, that his sick charge get well at the earliest 
moment. What the physician may think to him- 
self is something-else again. Perhaps it would 
be perfect retribution to add so much per an- 
noyance on the bill. Of course, I am not try- 
ing to make an angel of every doctor. Under- 
neath the professional veneer is a section of hu- 
man nature and all that goes with it. The ques- 
tion of bread and butter for the doctor brings 
the necessary restraints and discretion. 

Howbeit, it is such unnecessary tribulations and 
mental wear that help impair the efficiency and 
help shorten the usefulness, if not the life, of the 
hapless doctors. They sigh and wearily accept 
it as a part of professional routine. No resound- 
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ing “hurrahs” or flag-waving for this sort of 
daily martyrdom. If that were all there was 
to the practice of medicine, most physicians 
would yladly accept their lot with as much 
pleasure as a trying profession allows. If it 
were merely a matter between patient and doc- 
tor it really would be tolerable. 

But there is a fly in the ointment. Practi- 
cally every patient has relatives. These people, 
whether they be related to the invalid by blood 
or affinity, constitute a condition in the practice 
of medicine that may not be ignored by the 
physician if he desires economic survival and 
success. How an “entente cordiale” may be es- 
tablished between doctor and the relatives must 
necessarily depend upon the strength of char- 
acter and the extent of experience of the doctor 
and the personality types of the kinfolk. 

There are all sorts and conditions of relatives 
—parents, brothers, sisters, uncles, aunts, not 
to mention a host of cousins of both sexes to 
remote degrees of consanguinity. Most of them 
appear on the scene of sickness more or less per- 
turbed but with good intentions. I mean that 
most relatives are really anxious! to know the 
gravity of the situation and lend what aid pos- 
sible; that is, show a normal solicititude. In 
their relations with the doctors, the relatives 
generally come unadorned, betraying human na- 
ture in all its phases. Mental characteristics of 
relatives differ markedly. Some are reasonable; 
some indifferent; some polite and deferential, 
while others again are sensitive, excitable and 
even aggressive. Some co-operate readily with 
the doctor, while others go along without much 
comment. Then there are the very tempera- 
mental—“more temper than mental.” 

Generally, the physician is willing to humor 
any well-intentioned medical opinions on the 
part of lay relatives. Books on “medicology for 
the home” or almanacs containing some med- 
ical information are often the source of these 
opinions. In his contact with relatives of his 
patients, the doctor usually knows it is good pol- 
icy and that it pays to treat them with attentive 
cordiality. That such amicable relationship may 
sometimes sour depends, of course, on the pa- 
tience of the doctor and the obnoxious medical 
wisdom of the relatives. 

It is human to worry in the face of some dis- 
tressful situation, especially in the case of sick- 
ness. Normal minded relatives gather such 
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crumbs of hope and comfort as the doctor may 
offer in a given case, for they usually know that 
he is not infallible and that there are still lim- 
itations to the art and science of healing. 

There exists, however, a fortunately small 
number of relatives who are suffering from what 
has been so aptly designated as “pathologic 
solicitude,” a neatly coined phrase that must 
have been inspired by pure vexation of spirit. 
Credit is due Dr. A. Iberler of Pittsburgh for 
this excellent contribution to medical nomen- 
clature. Very expressive and decidedly useful, 
“pathologic solicttiude” literally means morbid 
anxiety suffered by relatives who are nervous and 
sometimes have mental instability. Distracted 
and exasperated physicians have known of this 
condition for a long time, but by other labels, 
usually pronounced under the breath; appella- 
tions not generally allowed to be printed even in 
medical literature. Hitherto it was thought that 
members of this ilk were a necessary evil, inci- 
dent to the practice of medicine, but Dr. Iberler, 
by his brilliant suggestion, put a different aspect 
on the matter. He makes a malady of “patho- 
logic solicitude” and thus saves many a doctor’s 
soul from the wrong place in the hereafter. It 
is not to be supposed that the poor and illit- 
erate alone suffer from this; on the contrary, 
the rich and cultured are at times as badly 
afflicted. 

Women seem to suffer more from this condi- 
tion than do men. This is due perhaps to the 
fact that all women have more or less of the 
mothering instinct. Some suffer it because others 
of their kin told them that they had a talent 
for nursing. A vain, neurotic woman, plus a 
little fulsome praise, surely makes “a little learn- 
ing a dangerous thing.” 

Typical members of the “pathologic solicitude” 
clan show undue anxiety, are inclined to exag- 
gerate conditions, ask innumerable and at times 
stupid questions, irk the doctor and the nurses 
by constant trivialities, and in hospital wards 
even go so far as to make allusions of disapproval 
to relatives of other patients within hearing. 
I)isregarding all rules of courtesy and conven- 
ience, persons with the “pathologic solicitude” 
complex pester and provoke the doctor with all 
sorts of fancied grievances. And the phone 
calls! Numbers of thems—to the hospital and to 
the doctor at his home. They are usually of in- 
terminable length, always consisting of the same 
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disputes, criticisms and suggestions. On some 
flimsy pretext, nurses are called away from im- 
portant duties and necessary attentions to the 
patient to answer some non-essential inquiry over 
the phone. 

In the freer definition of “pathologic solici- 
tude,” medical meddling by over-anxious rela- 
tives is included. Seemingly, no amount of ap- 
plied psychology can manage those addicted to 
medical meddling. All the doctor can do is 
to dissemble his true feelings towards these med- 
dlers and keep the even tenor of his way. 

In spite of strict orders to the contrary, the 
neurotic kin loiter around and somehow con- 
trive to visit the patient. Sometimes they come 
in formidable mass formation or singly. Always 
among them is one who dominates the situation 
and who is especially imperious. Then comes 
intrusion and tampering with the medical work 
in general, and the patient in particular. Mem- 
bers of the family feel it their duty to change 
the bed—“to make the patient more comfort- 
able”; request the privilege of bathing or mas- 
saging the patient; scrutinize the daily medical 
chart; chatter with the nurses as to the doctor’s 
virtues, moral or otherwise; inspect the food 
served to the patient; time the nurse's answer 
to the bell, hoping she is late in answering, and 
overstay the limits of visiting hours, to the dis- 
comfort of the modest bedridden invalid, who 
would rather suffer in silence than respond to 
the call of nature in the presence of another. 
They are constantly on the alert to find some 
defection. More instances may be piled up, but 
what is the use! Reasoning with such relatives 
is usually fruitless. Rebuke only creates more 
friction. Apparently no amount of psycholog- 
ical magic is effective. Of course, the first duty 
of the doctor is towards his patient and to scorn 
all else, but an important point is that some 
of these undesirable relatives pay the bills, and 
that necessarily makes the doctor reflect. It is 
hard to stand on professional dignity in the 
face of such a contingency. Only too often must 
the physician swallow affronts from some indi- 
viduals for the sake of a livelihood. Discretion 
brings a bigger bank balance than valor. 

So far, the discussion has been limited to the 
relatives of patients who are physically ill, but 
mentally normal. 

Where “pathologic solicitude” is most obvious 
is in the cases of mental diseases and in the 
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wnitariums devoted to the care and treatment 
of the insane. Whereas in ordinary cases of 
sickness some control can be exercised over lay 
meddling with patients, in mental work the kin- 
folk are often obstinate. If it is merely annoy- 
ance where the internist, obstetrician or surgeon 
js concerned, it is veritable harrassment to the 
pychiatrist. 

Strangely enough, relatives will accept, sub- 
missively, any kind of diagnosis but that of 
insanity. They will admit the possibility of 
any mysterious ailment, but mind sickness— 
never! It is the common experience of almost 
every alienist that in some instances the intima- 
tion of insanity is met with indignant denial 
on the part of the hysterical kin of a mental 
patient, who state emphatically, without reserva- 
tions, that the psychiatrist is in gross error and, 
since there never was such condition or stigma 
in the patient’s family heretofore, therefore, it 
could not be insanity. ‘Why, the idea! The 
patient is merely suffering from ‘nervous break- 
down.’” Blessed euphemism, that “nervous 
breakdown.” It lulls the touchy and rather de- 
fient relative and saves the patient for the wise 
psychiatrist. 

“Pathologic solicitude” sometimes goes to 
ridiculous lengths. For instance, the psychiat- 
rist is solemnly instructed by morbidly anxious 
relatives not to let their patient mingle with 
the other mental patients in the sanitarium, lest 
he become insane when he begins to realize the 
nature of the illness suffered by the other in- 
mates around him! 


The greatest contention with over-anxious rel- 
atives is in the matter of the proper time to 
visit mental patients. Psychiatric experience 
makes the handling of the mentally sick com- 
paratively easy. Away from certain members 
of the family and ‘other disturbing influences, 
most mental patients do well in sanitariums. A 
sanitarium is often a sanctuary for patients as 
a protection against over-zealous and highly 
solicitous relatives. Patients suffering from emo- 
tional upsets generally do better away from 
home or their customary environment. Restrict- 
ing visiting of patients for a time or for such 
space as will give them a chance to make the 
necessary readjustments is generally beneficial. 
Yet such requests to the relatives are too often 
ignored. It happens that shortly after the ad- 
mission of a patient, some relative is sure to in- 
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trude, to the detriment of whatever gain is 
made in the treatment. Some emotionally vola- 
tile relatives, when they visit, regularly go 
through a crying scene in the presence of the 
patient. The effect on a mental patient may be 
easily imagined, especially when there is an ap- 
proach towards improvement. 

When the time is ripe, visiting mental pa- 
tients is encouraged and often proves a remedial 
measure. On the other hand, over-solicitous 
relatives simply will not understand that at 
times visiting a mental patient may be harmful. 
It is occasionally futile to explain that some of 
the influences which cause the original mental 
upset is brought to the patient by ill-timed vis- 
its of too-familiar visitors. They become indig- 
nant and not infrequently state that relatives 
also have their rights. They naively say that 
they cannot see how they hurt a patient by a 
visit. ‘That the patient does not appreciate the 
visitor or the visit does not impress the relative. 
Too, it is claimed that the patient will surely 
feel happier when they are around, in spite of 
the fact that the patient is indifferent to their 
presence or may be even hostile in his feelings 
towards any visitors. But then, these strongly 
opinionated relatives seem to have some sort of 
occult powers and know more about such mat- 
ters than do those experienced in mental dis- 
eases. A few minutes of a disturbing visit may 
unduly excite a mental patient for several days 
following, thus delaying improvement and put- 
ting that much more burden on the attaches of 
the sanitarium. 

“How often is the patient bathed?” “Why 
does the patient tear his or her clothes?” “Why 
isn’t the patient better?” “Don’t you think the 
patient will go crazy among crazy patients?” 
“Is he eating enough?” “Why can’t the patient 
have more freedom?” ‘May we try the patient 
at home?” are a few of the more familiar and 
insistent questions that the tormenting relatives 
ask the doctors and attendants. Ever the same 
elucidation and ever the same queries. One may 
readily see why the doctor in charge isolates him- 
self as a matter of self-protection. 

A volume could be written on all the stuff that 
is brought to the patients by the relatives. Take 
the matter of food, for instance. Generally, 
right food in generous quantities is served to 
fit the needs of the patients in well-managed 
sanitariums. Irrespective of the requests to the 
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contrary, over-indulgent relatives openly or fur- 
tively bring loads of fruits, candies, home-cooked 
delicacies, and what not. They sometimes hover 
over the patient urging the eating of the food 
brought. Most mental patients will eat at all 
times and almost everything from nails to mat- 
tresses. Extra food, outside of regular meals, is 
rarely needed by the patient. Under the cir- 
cumstances, it can readily be seen that digestive 
upsets are not infrequent, and this sometimes 
delays recovery or brings on a chain of physical 
ills. And then, these trouble-making relatives 
fatuously believe that they are helping the pa- 
tient and fooling the doctor! 

Once in a while the “pathologic solicitude” 
clan are divided and squabble among themselves, 
making an interesting, if not an amusing, situa- 
tion. Then the doctor may play both sides 
against the middle and earn a peaceful interlude 
between. At this point we must not forget the 
relative who has knowledge of similar cases and 
the successful issue at the hands of other doctors. 

It has been said that the best way to get some 
mental patients well is to treat the morbidly 
anxious relatives first. And this is not meant 


to be funny. Be that as it may, it is a sad fact 
that the over-emotionalized kin of patients create 
a good deal of distress by unnecessary curiosity 
or impertinent interference in the professional 
care of the patient, no matter how well-meaning 


it may be. Perhaps we should be more sympa- 
thetic towards those unfortunates afflicted with 
“pathologic solicitude,” but such a kindly feel- 
ing is at times lost or of no value, for some of 
these unfortunates are so obsessed with their 
morbid anxiety that they wear down the physi- 
cian by sheer attrition and it is often the 
harassed doctor who really needs the sympathy. 

If the condition that we are now pleased to 
call “pathologic solicitude” is a disease, then 
by all means let us find a remedy for it and, if 
possible, an effective preventive. If, however, 
the condition is a nuisance, a tampering, mis- 
chief-making nuisance, then let us find some 
kindly but effective way of putting these med- 
dling neurotics in the desirable state of “innoc- 
uous desuetude.” Thus will some patients get 
well sooner, and thus some doctors, especially 
psychiatrists, be saved from early demise for bet- 
ter service and the greater glory of medicine. 
1 know that I have the normal-minded relative 
with me, for they, too, are often annoyed by 
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their over-anxious kinfolk. No offense is ip. 
tended in what has been said. This is a true 
description of certain conditions that need cor- 
recting for the sake of the patients and benefit 
of the medical attendants. This is a plea to 
leave the patient to the better judgment and 
tender mercies of the doctor and let all other 
things be merely relative. 





CALCIUM IN OBSTETRICS AND 
GYNECOLOGY 


Epwarp Popotsky, M.D. 
BROOKLYN, N. Y. 


The study of the chemistry of calcium in the 
body in pregnancy has received in recent years 
the attention which it deserves. There are many 
alterations in the serum calcium of the mother 
during pregnancy, and these, as stated by Stew- 
art and Percival’ are “doubtless due to the drain 
on the maternal tissues to meet the growing de- 
mands of the fetus, a demand which increases, 
according to Bosworth, Bowditch and Giblin 
from 0.006 Gm. per day during the first four 
months of gestation to over 0.6 Gm. per day at 
term, and may average, according to Givens and 
Macey, 0.1 Gm. over the whole period.” What- 
ever the explanation, one fact is fairly well es- 
tablished: the serum calcium of the mother 
falls during the last months of pregnancy. Ac- 
cording to Cantarow,” during the course of nor- 
mal pregnancy and early labor there is a grad- 
ual diminution of total serum calcium, a slight 
increase in diffusible calcium and a marked de- 
crease in non-diffusible calcium. As a result of 
these changes the ratio of diffusible to non-dif- 
fusible calcium increases rapidly, reaching a 
maximum in the first stage of labor. These vari- 
ations are probably to be explained by a varia- 
tion in the functions of the ductless glands, par- 
ticularly the parathyroids. This explains why 
a tetany previously latent becomes evident dur- 
ing pregnancy; for, as Falta? has remarked, 
pregnancy makes increased demands on the para- 
thyroids, unmasking a latent insufficiency, when 
one exists. 

Coons and Blunt,‘ Goss and Schmidt® have 
shown that there is a retention of calcium and 
phosphorus by the maternal organism during 
this period. As Cantarow remarks, the amount 
of retained calcium is more than can be ac- 
counted for by fetal utilization and, perhaps, 
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represents the establishment of a reserve supply 
which may be called upon during subsequent 
emergencies. This storage of calcium is particu- 
larly marked in the last months of pregnancy. 

During the period of milk production, Forbes, 
Hart, Miller® have shown in animals that there 
is a negative calcium balance, due not only to 
the large quantities present in the milk, but also 
to an increased excretion. Hunscher’ has shown 
the same thing to exist in women. She found a 
negative balance in early lactation in spite of a 
high calcium intake. 

These alterations in mineral metabolism have 
probably a great importance as regards the pro- 
duction of osteomalacia, tetany and eclampsia 
during pregnancy and lactation, the frequency 
of which, as Trumper® remarks, is well known. 
Hence the advantage of trying to raise the cal- 
cium balance by the administration of a suitable 
calcium salt, such as calcium gluconate (San- 
doz*) which seems to be readily absorbed and is 
undoubtedly more pleasant to take than the 
chloride or lactate. Calcium gluconate should 
be administered as a regular part of the dietary 
in doses of one to two tablets of 1.5 Gm. two or 
three times daily, in the latter part of pregnancy 
and especially during lactation when the calcium 
drain is still greater. 

The preceding lines explain why calcium ought 
to be liberally administered during pregnancy 
as a preventive of complications. But calcium 
has not only this preventive role; it can also 
play a curative part when disturbances such as 
eclampsia have developed. Minot and Cutler® 
have found that very promptly (within 1 or 2 
hours) after administration of a 10 cc. ampule of 
calcium gluconate solution the blood sugar level, 
low in eclampsia, is raised to normal and there 
is a general amelioration of symptoms. They 
have seen a particularly remarkable case of 
eclampsia in which the patient became suddenly 
blind, had convulsions and was nearly uncon- 
scious, in which the vision was much improved 
15 minutes after the injection of calcium glu- 
conate, and normal after 40 minutes, while the 
patient became rational. The experience was re- 
peated a second time. 

Rodecurt?® has treated 161 cases of hypereme- 
sis gravidarum, pre-eclampsia and eclampsia 
with calcium gluconate. Twenty-four hours 
after intramuscular injection of a 10 cc. ampule 





*See New and Nonofficial Remedies, 1981, p. 112. 
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the blood calcium is still markedly raised. As the 
tissues gradually take up the calcium, injections 
must be repeated daily, or every other day. In- 
cidentally, Rodecurt has found that the calcium 
used to prevent hyperemesis gravidarum has 
also a favorable influence on the dermatoses of 
pregnancy. 

Frank" has observed the value of calcium as 
an adjuvant in “Premenstrual tension.” He has 
also seen that climacteric symptoms whether due 
to the natural evolution or to operative removal, 
are also influenced by calcium treatment in high 
doses, as effectively at least as by administration 
of female hormone. 

Along another line of thought calcium is a 
valuable remedy against obstetrical and gyne- 
cological hemorrhages. Bardenheuer’? has used 
intramuscular injections of calcium gluconate 
for one to several hours before labor, in 57 cases. 
The average loss of blood was only 180 Gm. in- 
stead of 280, usual average in women not 
treated that way. In 21 women who also re- 
ceived calcium but had to submit to an obstet- 
rical operation (verson, cesarean section, forceps, 
manual delivery) the loss of blood averaged 500 
Gm., but that is considerably less than the usual 
average in such interventions. Bardenheuer in- 
sists on the advantage of calcium gluconate in 
such cases, because it can be injected intra- 
muscularly. Intravenous calcium injections 
have an influence that wanes too rapidly. Oral 
administration may sometimes be. ineffective. 
Bardenheuer concludes that calcium gluconate 
reduces the amount of hemorrhage by one-third 
on the average; it is to be advised to all women 
whose antecedent history shows a tendency to 
hemorrhage. 

Zalewski** also has treated hemorrhages with 
calcium, but these were not obstetrical hemor- 
rhages, but due to inflammatory conditions. He 
has treated successfully with calcium gluconate 
menorrhagias of the puberty, hemorrhages of 
the climacteric, uterine sclerosis and vascular 
hypertension: endometritis and vicarious men- 
strual bleeding and chronic uterine discharges. 
He advises the use of calcium in the postpartum 
and postabortum oozing to reduce the frequency 
of curettage which is so often used indiscrimi- 
nately. He insists on the point that in many 
ot the chronic discharges of women, a most com- 
mon and distressing condition, there is a consti- 
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tutional element which is favorably influenced 
by calcium, a moderator of secretion. 

Another group of indications gives good re- 
sults from the use of calcium, namely, gyneco- 
logical infections, particularly those of the ad- 
vexa. The first work published on this question 
was by Zalewski (loc. cit.). Calcium is indi- 
cated in acute and subacute adnexal infections, 
especially those accompanied by bleeding. It 
lessens exudates and favors phagocytosis. It 
does not interfere with natural defensive pro- 
cesses and does not have the accelerating in- 
fluence on cell activity which makes foreign 
protein therapy inadvisable in the acute stage. 

Herrold* was the first author in America to 
report on the use of calcium in gynecological 
conditions. Calcium gluconate should be used in 
acute salpingitis. Three cases with acute salp- 
ingitis were treated successfully with calcium 
intravenously and orally. Two of these were 
typical cases with temperature between 101° and 
102° F. Four patients with beginning tubal 
infection and moderate pain over one or both 
tubes were treated successfully with calcium in- 
travenously and orally and no further prodromal 
symptoms of acute salpingitis appeared. Her- 
rold uses now the calcium treatment as a routine 
whenever there are premonitory symptoms of 
acute salpingitis. He states that if calcium 
gluconate were more generally used in acute salp- 
ingitis it is likely that fewer cases would re- 
quire operation. 

Boesken*® declares that the ordinary rest and 
heat treatment of acute salpingitis is insufficient. 
He has used the calcium treatment which tends 
to influence directly the chemism of the inflam- 
mation. Inflamed tissues are comparatively cal- 
cium deficient, they are acidotic and show in- 
creased permeability; calcium corrects all those 
conditions. Boesken has applied calcium treat- 
ment to numerous acute and chronic cases of 
inflammation of the adnexa. In the more chronic 
cases the results are not essentially different from 
those of the conservative treatment. But, in 
acute cases, especially the early ones, calcium 
treatment gives brilliant results. A complete 
cure is seen in two-thirds of the cases, and 
marked improvement in the other third. The 
‘rst injection brings about a fall in tempera- 
ture and a relief of pain. The treatment brings 
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the resorption of very large inflammatory exy. 
dates. The author uses Calcium Gluconate 
(Sandoz), two injections of 10 cc. a day, one in- 
travenous, one intramuscular. He relates gey- 
eral cases and declares that calcium gluconate 
treatment will save many women from the neces. 
sity of a radical operation. 

The latest article on this question of calcium 
in genital female infections is that of Cartia‘® 
on “The Treatment of Gonorrhea and its Com. 
plications with Calcium.” The author, among 
other cases, has treated some of acute adnexitis. 
From 5 to 10 cc. calcium gluconate solution 
were administered intravenously either daily or 
every other day and the number of injections 
varied from 5 to 10. No other treatment was 
given. Prompt and excellent results were ob- 
tained in bilateral adnexitis secondary to spe- 
cific endocervicitis (reduction in size of tumefied 
mass and lessening of pain). When cystitis 
was concomitant there was noted a remarkable 
relief from dysuria and vesical tenesmus and a 
reduction of the polyuria. Calcium gluconate is 
preferable to vaccine and foreign protein therapy 
because it causes no untoward local or general 
reaction. 

As a conclusion we think we can say that 
calcium has shown itself of distinct value in ob- 
stetric and gynecological practice, in which many 
disturbances are due to an irregular calcium 
metabolism. Calcium medication quite often 
makes up the deficiency and corrects the con- 
dition. 
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THE X-RAY DIAGNOSIS OF CHRONIC 
APPENDICITIS* 


(BARIUM-MAGNESIUM-SULPHATE METHOD) 
HaRoLD SwAnBeERG, B. Sc., M.D., F.A.C.S. 


Radiologist, St. Mary’s Hospital and Blessing Hospital 
QUINCY, ILLINOIS 


Roentgenology offers a valuable aid in the 
diagnosis of chronic appendicitis. Time will not 
permit a complete discussion of this important 
subject, hence only a few of the more interesting 
radiologic findings will be considered. 

The success of the roentgen examination de- 
pends largely on whether or not the appendix is 
visualized and the efforts made to visualize it. 
If, following an opaque meal, the appendix is 
not visualized by roentgenologic methods, is it 
normal or is it pathologic? This question is 
frequently discussed by roentgenologists and 
there is no general agreement as to the signifi- 
cance of an x-ray non-visualized appendix. Many 
claim that the failure of the appendix to become 
visualized is without significance, that a non- 
visualized appendix may or may not be pathol- 
ogic and that the same statement also applies to 
the visualized appendix. In other words, the 
mere presence or absence of the appendicular 
shadow on the roentgenogram is not the basis 
of making a diagnosis of appendicitis. On the 
other hand, there are not a few roentgenologists 
who believe that the failure of the appendix to 
visualize is a symptom of pathology. In view 
of the general disagreement as to the signifi- 
cance of the non-visualized appendix, it is in- 
teresting to know the teachings of the Holznecht 
School of Vienna, representing as it does the 
views of one of the leading and most progressive 
roentgenologic teaching institutes. 

Czepa Technic. The Holzknecht School claims 
that over 90 per cent. of normal appendices can 
be visualized by the x-ray method and the re- 
peated failure of the appendix to visualize is a 
sign of pathology, but the examination ‘must be 
made with the special technic of Czepa. The 
essential feature of the technic is to maintain a 
fluid opaque medium in the cecum and ascend- 
ing colon which will cause sufficient retroperis- 
talsis to permit the filling of the appendix. The 
basis of the examination is the use of magnesium 





*Read before the Section of Radiology, at the Eighty-second 
Annual Meeting of the Illinois State Medical Society, Spring- 
field, Iil., May 18, 19382. 
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sulphate and the following is the technic of its 
use: 

The patient reports to the laboratory in the 
morning (about 8:00 A. M.) and is given 60 to 
70 grams of pure barium sulphate dissolved in 
14, liter of water, to which is added three tea- 
spoonsful of magnesium sulphate. Late in the 
afternoon the patient is examined fluoroscopically 
and if the appendix is not visualized, is given 
additional water and barium as above but with- 
out the magnesium sulphate. The following 
morning the patient is again observed with the 
fluoroscope and if the appendix is not visualized 
the barium-magnesium sulphate mixture is again 
repeated. That afternoon, if the appendix has 
not been visualized, the second administration 
of barium-water mixture is again repeated. On 
the third morning and afternoon, additional 
fluoroscopic examinations are made, and if these 
too fail to visualize the organ, it is considered 
definitely pathologic, the lumen being narrowed 
or obliterated by inflammation. It will be noted 
that with the above technic, five negative roent- 
genoscopic observations are necessary before call- 
ing the appendix pathologic. 

It is necessary that the patient be freely turned 
and the cecal region carefully palpated during 
fluoroscopy in order to reveal a partially hidden 
appendix. Unless one is unusually skillful in 
fluoroscopic observation it is also desirable that 
films be made of the appendicular region for 1t 
is a well known fact that small appendicular 
shadows may be overlooked by fluoroscopy. 

The magnesium sulphate should produce a 
mild diarrhea. If this does not occur, the dose 
must be increased, while on the other hand, if 
too frequent bowel movements occur, it should 
be reduced. 

Holzknecht School Teachings. The impres- 
sion should not be gained that the Holzknecht 
School teaches that all appendices that are vis- 
ualized following the above technic are normal. 
Other findings may be present that will condemn 
the organ. The appendix to be normal must be 
completely filled (segmentation is normal and 
represents haustrations), present a rounded tip 
to be free from localized tenderness. If the 
free end of the appendix is immobile, or it is 
kinked, it speaks for adhesions, although an ac- 
curate diagnosis of appendicular adhesions is 
frequently a difficult one to make. It should 
be remembered also, that the appendix may only 
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be visualized after the cecum is empty and that 
a retro-cecal appendix is not necessarily patho- 
logic. It is important that efforts be made to 
move the terminal ileum, cecum and ascending 
colon for the appendix may be buried in the 
shadows of these parts and only be visualized 
by careful repeated fluoroscopic observations. 

If the appendix is incompletely filled with 
only about one centimeter containing barium 
and the barium shadow ends abruptly (without 
the normal rounded appearance) it is considered 
pathologic. In fact, the appendix should appear 
at least two centimeters long to be considered 
as being normally visualized; less than this 
length speaks for pathology. If the appendix 
is incompletely filled with one part at the cecum 
and the other at the tip, this is considered 
pathologic (this observation differs from true 
segmentation). Fecal concretions in the appen- 
dix are without significance, neither is a long 
straight appendix necessarily pathologic (unless 
fixed in its entirety). Definite localized pain 
over the appendix, fluoroscopically observed, 
speaks for pathology. 

Summary. The writer has been using the 
Czepa technic for some months and has fre- 


quently been able to visualize the appendix with 
this method when the usual methods failed. We 
have not made a sufficient number of observa- 
tions however, to give a final opinion as to the 


efficiency of the technic. We urge that our col- 
leagues consider the method, for anything that 
will increase our diagnostic acumen in the ac- 
curate diagnosis of chronic appendicitis will be 
appreciated by the general profession. (A lan- 
tern slide demonstration followed.) 


DISCUSSION 


Dr. Perry Goodwin, Peoria: I have never used this 
method, but I think from what Dr. Swanberg has 
said, it is a valuable asset. Our method has always 
been the study of the gastro-intestinal tract, to follow 
up the twenty-four or forty-eight hour examination, by 
the following points of which we have endeavored to 
make the diagnosis of the appendix, as well as the 
stasis in the region of the cecum, accompanied by 
visualization or non-visualization of the appendix and 
the tenderness which we have noted when we could 
at least visualize or practically visualize the appendix 
when it rolled under the finger, and it was definitely 
tender and painful. 

We have always considered if the appendix would 
remain filled longer than forty-eight hours with this 
tenderness that it was definitely pathological. © 

I was wondering, in listening to Dr. Swanberg’s 
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paper on magnesium sulphate, whether or not following 
our old methods it did not make some difference in 
our interpretation. There is increased peristalsis, no 
doubt, started up by the magnesium sulphate added 
to our present method, and I should like to ask Dr, 
Swanberg to make that a little bit clearer—whether 
he thinks that would change our method, as far as 
time, when using the forty-eight hour or longer re- 
tention in the appendix? 

I feel that we have something here, and after it 
has been tried out by several of us and reported at 
another meeting, we will be able to have more definite 
results. 

Dr. Harold Swanberg, Quincy: I am not, of course, 
offering this as anything new. 

I think one more method we can utilize and try at 
times in our endeavor to study more thoroughly a 
patient is of benefit. The object of magnesium sul- 
phate, as I stated in my paper, is to create a fluid 
opaque media in the cecum which excites excessive 
peristalsis. This drives more of the barium into the 
appendix and in that manner provides a better oppor- 
tunity to visualize it. 

If a patient comes to us for gastro-intestinal exam- 
ination, we are giving ordinary barium and if we 
have trouble in visualizing the appendix, we are using 
the magnesium sulphate as an accessory method. In 
some cases the referring physician simply wants to 
know about the appendix and nothing else. We are 
using this method to more quickly visualize the ap- 
pendix, when the sole object of the examination is to 
determine whether or not the appendix is pathologic. 





BRONCHIAL ASTHMA—PROGRESS IN 
DIAGNOSIS AND TREATMENT 


LEon Unecer, M. D. 
Attending Physician Cook County and Wesley Memorial 
Hospitals 


Assistant Professor Department of Medicine, Northwestern 
University Medical School and Director Asthma 
and Hay Fever Clinic 


CHICAGO 


Not many years have passed since bronchial 
asthma was deemed to be an incurable disease, 
and it must be admitted that there are many 
physicians today who still hold out no hope for 
the asthmatic. This feeling arose because up 
to the past fifteen or twenty years relatively few 
patients were relieved of their symptoms, and 
most of those who recovered did so accidentally 
—as the result, e.g., of losing a dog or cat. 

The past two decades have witnessed a tre- 
mendously increased study of bronchial asthma 
and other allergic conditions. Hundreds of 
physicians are devoting all or most of their time 
to this specialty and thousands of other prac 
titioners have become more and more conscious 
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of the great improvements which have taken 
place. Likewise, the prognosis has become better 
and better, and we can now truthfully state that 
bronchial asthma is no¢ an incurable disease. 

There have also sprung up numerous allergy 
dinics in cities all over the United States and 
sme abroad. These centers are seeing enormous 
numbers of cases and are taking a leading part 
in increasing our knowledge along this line. One 
need only visit one of these clinics to realize the 
giant strides which have been made of late. 

It must: be emphasized, however, that the ulti- 
mate prognosis of any particular case of asthma 
depends upon early diagnosis of the condition 
and upon early and correct treatment. The 
following brief summary should help: 

Definition. Bronchial asthma is a clinical 
condition characterized by attacks of dyspnea, 
wheezing and cough, caused by various excitants 
and associated with closure of the lower air pas- 
sages. 

Etiology. The causes of bronchial asthma may 
be placed in three groups, all of them important: 

1. Constitutional Basis: Just what lies at the 
bottom of asthma, hay fever, and the other al- 
lergic conditions has never been determined. 
However, we do know that hereditary transmis- 
sion occurs in most cases. 

2. Exciting Factors: These are most impor- 
tant and are numerous. They consist of sub- 
stances capable of starting or setting off an attack. 
They may be grouped as epidermals, e.g., feathers 
and animal danders; foods, e.g., eggs, wheat, 
milk; pollens, i.e., the yellow dust from trees, 
grasses and weeds; miscellaneous proteins, e.g., 
orris root (in face powder, etc.); and drugs, 
eg., aspirin. Careful and complete skin tests 
are vital here. 

8, Contributory Causes: These are mentioned 
first by most patients. They say that their 
asthma comes from “catching cold,” from change 
ot weather, over-exertion, nervousness, etc. These 
items are important, but we all contend with 
them. They alone cannot cause asthma, although 
they may make the attacks occur more frequently 
than they would otherwise. 

We can’t do much along the hereditary line 
except to advise against intermarriage between 
allergic patients. But we can do a great deal 


if we can ferret out and remove the exciting 
factors. 


Pathology. We all know that the character- 
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istic dyspnea is due to obstruction of the respira- 
tory tract, but the exact mechanism has not been 
proven. It is probably due to a combination of 
increased secretion in the bronchioles and to 
spasm and hypertrophy of the bronchial muscles. 

Complications are chiefly two—emphysema 
and chronic bronchitis. These are very serious 
and difficult to combat. They constitute the 
chief argument in favor of early correct diag- 
nosis and treatment. They are probably present 
in all cases where asthma is more or less con- 
tinuous. 

Diagnosis. It is not difficult to make sure 
of the diagnosis of bronchial asthma. The first 
attack may confuse, but even here it should 
not be mistaken. The physical findings of 
wheezing and prolonged expiration, and the evi- 
dent dyspnea, orthopnea and cough are sufficient 
in the large majority of attacks. 

To confirm the diagnosis are the history of 
allergy in the family; the history or presence 
of another of the allergic diseases, e.g., hay fever, 
in the patient; the presence of eosinophilia in 
the blood and sputum; and the relief by injec- 
tion of epinephrin (adrenalin). Skin tests are 
of the greatest aid. 

In order to rule out all other causes of dysp- 
nea, every patient has a routine examination. 
This includes a careful history which helps run 
down clues as to the cause of the spells. For 
example, if the attacks only occur at home and 
at night, we naturally suspect something in the 
bedroom, e.g., feathers in the pillow or a hair 
mattress. Physical findings are noted and pa- 
tients also undergo examination of the sputum, 
urine, blood (count and Wassermann), and chest 
fiuoroscopy and x-ray. Special examinations are 
sometimes necessary, such as electrocardiogram, 
basal metabolism, and bronchoscopy. Nose, 
throat, and sinuses also receive attention. 

Skin Tests. These must be carried out com- 
pletely and they must be corroborated clinically. 
One cannot over-emphasize these two points. It 
is unfortunately true that many physicians (and 
some laboratories) are making ten or twenty 
scratches and consider that sufficient, and tell 
the patient skin tests have been done. This 
practice has been growing of late, e.g., some 
pediatricians merely test out their cases with 
a few foods. We know definitely that most pa- 
tients are hypersensitive to more than one item 
—many to a dozen or more. One or two are 
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most important, but the others are usually con- 
tributory factors, at least. Partial testing is a 
poor short cut, as one will miss many positives 
by using that method. Group tests are to be 
mentioned and condemned. They are unsatis- 
factory. 

The tests must be corroborated clinically, by 
all means. If there is a positive test for horse 
dander, have the patient ride horseback or go 
into a stable—see if an attack occurs. If an 
egg suspect, have him avoid eggs for a time 
and then eat them again. This procedure makes 
the skin tests of the greatest importance in the 
detective work so necessary in the proper treat- 
ment of bronchial asthma. 

This may be divided into pre- 
Each has its 


Treatment. 
ventive, specific, and non-specific. 
place. 

Preventive: It is only recently that we have 
been emphasizing the fact that a great deal can 
be done to prevent bronchial asthma. We know 
that eczema in children is frequently followed by 
asthma in later life. It is only good sense, then, 


to test out each eczema patient promptly and 
completely, and to have him or her avoid all 
substances which give a positive test. This method 


gives brilliant results. Likewise, since about 40 
per cent. of all hay fever cases develop asthma 
sooner or later, good treatment of the hay fever 
is indicated and is usually successful in warding 
off the asthma. Furthermore, since we know that 
many cases of asthma are due to animals, animal 
derivatives and foods, we should regard every 
child born of one or two allergic parents as po- 
tential asthmatics. We should have these chii- 
dren avoid animals, feathers, and hair mat- 
tresses; and one new food at a time should be 
given them so that any untoward results can 
be detected and the offending food eliminated. 

By these means we can keep away asthma 
from most of those children who would be apt 
to develop this condition. 

Specific treatment is the basis of our mod- 
ern procedure. Two fundamental points exist 
here—elimination and desensitization. 

By elimination is meant removal of all of- 
fending factors, e.g., eggs, wheat, feathers, dust, 
etc. To be successful, it must be thorough. An 
egg-sensitive child must avoid not only egg but 
all foods containing egg, e.g., cakes, pastries, 
mayonnaise, etc. Avoidance of eggs alone is 
rarely successful. A woman sensitive to orris 
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root must avoid all cosmetics made with orris 
root. 

Desensitization is necessary in those cages 
where elimination cannot be completely carried 
out. For example, one cannot avoid house dust 
or pollens (except by moving) ; one cannot keep 
away from face powder containing orris root; it 
is a great hardship to avoid eggs, wheat, or milk. 
Horse hair is used so widely that it cannot be 
kept away from. For these cases, then, it is 
necessary to try to raise the patient’s resistance 
to the offending substances. This has been very 
successfully carried out in many cases by a series 
of increasing subcutaneous injections of the sub- 
stance itself, beginning with very dilute solutions 
and increasing the strength of the materials as 
the patient’s tolerance increases. In food cases 
(eggs, wheat, milk) this method or the oral one 
should be used. It is obvious that foods which 
can be easily eliminated from the diet, eg. 
sbrimps, crabmeat or lobster, need only be elim- 
inated. 

Non-specific or palliative measures are legion. 
It is important to avoid those factors which tend 
to bring on attacks, e.g., wet feet, “colds,” over- 
exertion, etc. These play a part and should 
not be overlooked. 

Adrenalin still stands supreme. 1% to 1 ce. 
of 1:1000 dilution subcutaneously relieves most 
attacks. Ephedrin by mouth in 4 to 34 grain 
dosage is next best. Iodides, apomorphine, bel- 
ladonna, etc., help in many cases. Morphine 
should not be used where adrenalin is successful. 
It is not as good in asthma as is adrenalin and 
it is dangerous. We use morphine only in the 
most severe cases, where adrenalin has failed 
completely ; and when we use it we do so cau- 
tiously and with great fear of fatality. 

Vaccines help in some cases, especially in the 
infectious group of asthmatics. We have seen 
little difference in results from the use of stock 
or autogenous vaccines. 

Operations on the nose and sinuses are indi- 
cated where definite pathology exists. However, 
relief obtained by these has only too often been 
temporary. Fever treatment may give relief for 
some time. 


Change of climate has failed in the few cases | 


where thorough examinations and testing and 
treatment have been carried out, and the pe 
tients have not been relieved. Our failures have 
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not been benefited by moving to some other part 
of the country. 

Causes of Failure. Why do patients continue 
to have attacks of bronchial asthma? Many 
factors are involved here, but, briefly, they can 
be summarized as follows: First, they report for 
examination too late, after emphysema and 
chronic bronchitis have set in. We cannot undo 
emphysema and therefore cannot hope to com- 
pletely clear up these cases. We can improve 
most of them. 

Secondly, many patients are not tested out or 
are incompletely tested. The skin tests afford 
us our best method of determining the exciting 
cause---the substance or substances which pre- 
cipitate the attacks. The tests not done may be 
the ones which are important in the particular 
case. 

Lastly, the lack of clinical judgment plays 
an important part. For example, when one is 
confronted by a patient who gives a dozen or 
more positive skin tests, it takes judgment and 
experience to determine which are the impor- 
tant ones. But here we may rely on what we 
mentioned above, i.e., climinate all suspected 
substances and eliminate thoroughly; and de- 
sensitize against only those things which cannot 
be completely avoided. Firmness is necessary 
in many cases; e.g., a patient has a dog and gives 
a positive skin test for dog hair. It is folly 
to permit further contact with the dog—it must 
be removed. No sentimental affection for a play- 
mate can be allowed to enter here. 

SUMMARY AND CONCLUSIONS 

1. The study of bronchial asthma and other 
allergic diseases is probably progressing faster 
than any other branch of medicine. 


2. The results are improving, depending upon’ 


proper treatment instituted early in life. 

3. While it is doubtful if allergics ever be- 
come completely desensitized, it is not difficult 
to achieve that condition of hyposensitization 
which is equivalent clinically to complete relief 
of symptoms. 

4. Complete examination, including thorough 
skin testing, is essential to good prognosis. 





THAT’S DIFFERENT 


Mistress (to new chauffeur): “Thomas, I am used 
to calling my chauffeurs by their last names. What is 
yours ?” 


Thomas: “Darling, Ma’am.” 


“Drive on, Thomas.”—Patchwork. 
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CONVULSIONS IN CHILDHOOD 

M. G. Peterman, Milwaukee (Journal A. M. A,, 
Aug. 18, 1932), reports the results of a study of 419 
cases of convulsions in children. A diagnosis was 
established in 93.3 per cent. The study includes a 
complete history, a careful physical examination, in- 
cluding neurologic studies, a blood count, a Wasser- 
mann test of the blood and micro-precipitation tests, 
urinalysis, examination of the spinal fluid (except in 
spasmophilia), examination of the fundi, x-rays of the 
skull and examinations of the stools. In the past three 
years the author has made encephalograms in doubtful 
cases. The results reveal that certain diseases peculiar 
to childhood are the direct causes of most of the con- 
vulsions. While some children may be said to be par- 
ticularly susceptible to the convulsive state, this study 
indicates that there is usually a physical basis for this 
susceptibility (spasmophilia or epilepsy) which is 
amendable to treatment. Every convulsion produces a 
certain amount of cerebral injury and therefore lowers 
the threshold for subsequent seizures. Every convul- 
sion demands a careful study and effort to prevent a 
recurrence. It is extremely unfortunate that there are 
still physicians who consider convulsions a necessary 
evil of childhood and advise parents that the child will 
“outgrow” the tendency. The author presents a prac- 
tical classification of convulsions in childhood based on 
the age of the patient. 





HEADACHE REMEDIES DANGEROUS IF 
UNWISELY USED 


Persons who carelessly use headache powders, tablets, 
medicines, or certain other temporary reliefs for pain, 
may take chances with illness, even death, according to 
Dr. F. J. Cullen, chief of drug control, Federal Food 
and Drug Administration. The Administration, says 
Cullen, has on file records showing that serious conse- 
quences have followed careless or indiscriminate use of 
medicinal pills or medicines containing such dangerous 
drugs as acetanilid, phenacetine, opium, cocaine, and 
chloral hydrate. 

In 25 years of enforcement of the Federal food and 
drugs act, Government officials have removed from the 
market a number of drug preparations labeled with false 
or fraudulent claims for the relief of pain. But the food 
and drugs law gives enforcing agents no power to pre- 
vent the sale of medicines and pharmaceuticals contain- 
ing harmful or poisonous drugs or compounds, although 
it specifies that the presence of certain of these must 
be declared upon the label. Alcohol, morphine, opium, 
cocaine, herojn, alpha or beta eucaine, chloroform, can- 
nabis indica, chloral hydrate, and acetanilid, or any de- 
rivative or preparation of such substances, if present in 
a drug preparation, must be declared clearly. 

“Acetanilid, acetphenitidin, amidopyrine, aspirin, and 
other coal-tar derivatives, are commonly found in head- 
ache powders and pills,” says Cullen. “There is a pos- 
sibility that any one of these coal-tar derivatives will 
have a depressing effect on the heart of certain individ- 
uals who are particularly susceptible. Some time ago 
the Government investigated the case of a woman, then 
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living in Amsterdam, N. Y., who was killed suddenly 
by an overdose of a headache medicine containing ace- 
tanilid which she has taken to relieve headache. The 
average dosage of acetanilid prescribed by physicians is 
three grains. The woman, however, had taken a pow- 
der containing six grains of acetanilid, followed soon 
after by another containing an equal amount. Death 
was practically instantaneous. Over-dosage of acetan- 
ilid has not infrequently proved fatal, the coal-tar prod- 
uct acting with most individuals as a heart depressant. 
The case was referred to food-and-drug-law officials by 
the Commissioner of Health of New York, but the Fed- 
eral Government was powerless to take action inas- 
much as the boxes containing the powders were truth- 
fully labeled with a statement showing the quantity of 
acetanilid present. Many drugs, like strychnine and 
opiates, are harmful and poisonous but, nevertheless, in 
some disease conditions, are useful medicines. The Fed- 
eral food and drugs act does not prohibit sale of poison- 
ous medicines. It does require that certain ones be de- 
clared upon the label. Acetanilid is one of the drugs 
specifically required to be declared. The discriminating 
purchaser, who reads the label, receives a warning and 
has an opportunity to protect himself.” 





THE ENGLISH DOLE HAS PROVED A 
FAILURE 

Compulsory Health Insurance, so praised and urged 
by the English Government, has after seventeen years’ 
trial proved a failure. It was pushed through by Lloyd 
George in 1911. It was hailed to solve the question of 
national health, as well as the family doctor bill. It has 
undermined medical initiative, does not recognize merit 
in medical practice; it forgets the stimulation of medi- 
cal research and tends to paralyze medical progress. It 
will never succeed in this country. It has pauperized 
the English people and threatens to pauperize the medi- 
cal profession. 





CARBON PURIFIES WATER 


Companies that sell water to small cities have long 
been baffled by micro-organisms which are not in 
themselves dangerous but which impart a slight but 
perceptible taste. Copper sulphate kills the organ- 
isms or arrests their growth, but the addition of chem- 
icals to water is usually frowned upon. Years ago it 
was discovered that carbon absorbs odors and tastes, 
but that it must be in a chemically active form to do 
its work. It is common in Europe to cook cabbage 
with a piece of charcoal. The practice is only partly 
effective in preventing the spread of odors, but it 
proves that housewives know something of the absorb- 
ing powers of carbon. 

With this clue, research was begun in 1928, which 
culminated in the discovery that carbon has only to 
be applied in a very fine powder to be effective. Less 
than ten pounds of carbon dust will purify 1,000,000 
gallons of water every 249 days. The familiar char- 
coal household filter thus has a scientific reason for 
its existence—N. Y. Times, July 17, 1932. 
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Marriages 


Epear ANDREW RyGH to Miss Ernestine Kol. 
bus, both of Chicago, July 29. 

JAMES EARLE WHEELER, Belleville, Ill. to 
Miss Catherine Louise Davis of Beloit, Wis, 
June 18. 





Personals 


Dr. and Mrs. Eli V. Rice, Polo, celebrated the 
golden anniversary of their wedding, August 8, 

Dr. Garold V. Stryker, St. Louis, addressed 
the Effingham County Medical Society, July 14, 
on “Epidermophytosis.” 

Dr. Samuel Reed Ward, Richmond, cele. 
brated his ninetieth birthday, August 7, with 
a family reunion at Lauderdale Lake, near Elk- 
horn, Wis. 

Dr. William T. Short, Stonington, has been 
appointed district health superintendent of the 
state department of health, succeeding Dr. Frank 
P. Auld, Shelbyville. He will have charge of 
the counties of Macon, Christian, Fayette, 
Shelby, Cumberland and Montgomery. 

Dr. William H. Walsh has been engaged as 
technical adviser to the special committee of the 
Monterey branch of the Mexican Medical Asso- 
ciation by the governor and secretary of state 
of Nuevo Leon, Mexico, to assist in the plan- 
ning, organization and equipment of the pro- 
posed medical center at Nuevo Leon. 





News Notes 


—Wesley Memorial Hospital announces that 
it has equipped several rooms with air filters, 
rubber covered mattresses and pillows for cases 
of asthma and hay fever due to some inhalant 
factor. 

—The American Academy of Ophtholmology 
and Otolaryngology will hold its Thirty-seventh 
Annual Meeting in Montreal, Canada, Septem- 
ber 19 to 23, 1932. The program will consist 
of addresses, clinical reports and conferences. 

—The Warren County Medical Society, Mon- 
mouth, sponsored its annual summer clinic for 
crippled children, July 14. Seventy-five chil: 
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dren were treated, half of whom were new pa- 
tients. ‘Their ages ranged from six months to 
fourteen years. Dr. Philip H. Kreuscher, Chi- 
cago, was in charge. 

—The Executive Committee of the Medical 
and Dental Women’s Association of Century of 
Progress entertained at a buffet supper at the 
residence of Dr. Lena K. Sadler, Wednesday, 
August 3. Dr. Florence N. Gribble who has 
gent twenty-five years in the heart of Africa 
yas the guest of honor and speaker. 

—The International Assembly of the Inter- 
state Postgraduate Medical Association of North 


| America will be held in the Murat Theatre and 


Shrine Temple, Indianapolis, Indiana, October 
24-28, 1932. Many distinguished teachers and 
dinicians will appear on the program. A major 
list of the names of the contributors to the pro- 
gram, with other information, appears on an- 
other page of this Journal. All members of this 
State cordially invited. 

—According to the Illinois Health Messenger, 
case reports of diphtheria for the first twenty-nine 
weeks of 1932 indicated a decline of 31 per cent 


as compared with the total for the correspond- 


ing period of 1931. In the first five months of 
1932 there were 112 deaths from diphtheria 
against 184 in that period of 1931, a decline of 
nearly 40 per cent. Cases reported during the 
six weeks ended July 18 were less than one-half 
the number for the similar period of 1931, which 
was one of the most favorable years on record. 
Credit for the decrease in diphtheria is given 
to the successful diphtheria immunization cam- 
paigns carried on throughout the state. Never 
before have so many children in Illinois been im- 
munized against the disease as during the last 
twelve months, the Health Messenger reports. 


—At the Mooseheart School, Mooseheart, 
which has an enrollment of about 1,500, there 
has occurred only one case of diphtheria since 
1920, and not a case of scarlet fever since 1926, 
among the tested and immunized students. 
There have been no cases of diphtheria at the 
Soldiers Orphans Home, Normal, which has a 
constant child population of more than 650, and 
tone of scarlet fever since October of 1929. One 
cise was reported in that year. Immunization 
work started at the home in 1925, and at Moose- 
heart in 1926. All children present at that time 
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were given the Dick test and treated with the 
Dick scarlet fever toxin. Since that time all 
children admitted’ to the orphans’ home have 
been tested at the time of admission and the 
reactors immunized. At Mooseheart the testing 
is done each six months, those previously im- 
munized being retested along with those newly 
admitted. Drs. Ralph P. Peairs and John D. 
Nichols are the medical directors, respectively, 
of the home and of Mooseheart School. 

—Plans are under way for the establishment 
of a school for occupation therapy to work in 
connection with the Goodwill Industries’ shops 
for the handicapped and occupation service, and 
the Cook County Hospital. The organization 
meeting was held July 27. Work is being di- 
rected to have the school in operation by early 
fall. The school will be housed in the headquar- 
ters of the Goodwill Industries, which is now lo- 
cated in the building formerly occupied by the 
University of Illinois College of Medicine and 
which was turned over to the industries in recog- 
nition of its work for the rehabilitation of the 
handicapped. The school is to be independent 
from all existing medical institutions so as to be 
able to serve all of them equally well, an an- 
nouncement states. It is intended to offer free 
demonstration courses to medical students and 
physicians. Intensive courses of two, three or 
four years, to train technicians and practitioners 
of occupational therapy, may be developed on 
the basis of the lowest possible student fee to 
render this nonprofit enterprise self-sustaining 
in the course of time, the announcement con- 
tinues. The board of trustees, when organized, 
will devise some plan of providing a budget. The 
Goodwill Industries are organized for philan- 
thropic purposes, and the primary objective is to 
provide occupational training for the handi- 
capped. 

—A man is operating in all sections of Chi- 
cago, giving various names. One day he is 
Harry Olson, and then he is Harry Bowman. 
He endeavors to pay for the office call with a 
small check a little larger in amount than the 
usual office call, and some of the time Doctors 
have given the man the difference between the 
office charge and the face of the check. A fav- 
orite name found to be forged to these checks 
is a Dr. Hanson, D. D. S. The patient gives an 
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address of a vacant lot, or a missing number 
in the block. 

The imposter, in some of the instances, is a 
man apparently about 30 years of age, of good 
appearance, slightly stout, weighing perhaps 
about 160 pounds. His favorite complaint is 


trouble with a knee, which on examination will 
be found somewhat stained with iodine, and a 
trifle larger than the opposite one. 


If such a suspicious character consults you 
professionally, offering such small check as is 
above described, do not arouse his suspicion, nor 
greet him with an abrupt refusal, but get word 
to the police, who are endeavoring to run down 
this swindler. 





Deaths 


Henry WuHippLe A .iport, Chicago; Cornell Uni- 
versity Medical College, New York, 1899; served dur- 
ing the World War; aged 67; died, July 27, of angina 
pectoris. 

OLIVER BREWSTER Bascock, Decatur, IIl.; Washing- 
ton University School of Medicine, St. Louis, 1879; 
aged 75; died, July 31, in Decatur and Macon county 
hospital, of cerebral hemorrhage. 

Emu G. Beck, Berkeley, Cal.; College of Physicians 
and Surgeons, Chicago, 1896; a Fellow, A. M. A.; 
member of Illinois State Medical Society, Western Sur- 
gical Association, American Association of Thoracic 
Surgery, American Roentgen Ray Society, Radiological 
Society of North America and American Radium So- 
ciety; fellow of American College of Surgery; in 1923 
received from American Roentgen Ray Society a gold 
medal in recognition of original work in stereorentgen- 
ology; brother of Drs. Carl and Joseph C. Beck; author 
of “Chronic Suppurations— Treatment by Bismuth 
Paste ;” aged 66; former director of the North Chicago 
Hospital, ‘Chicago, and on the staff of the Merritt Hos- 
pital, Oakland, Cal.; died, July 1, of cerebral hemor- 
rhage. 

JoHN Henry Byrne, Evanston, Ill.; Rush Medical 
College, Chicago, 1874; aged 91; died, June 23 in the 
Psychopathic Hospital, Chicago, of senile dementia and 
chronic myocarditis. 

Rozet M. Curtiss, Marengo, IIl.; College of Physi- 
cians and Surgeons, Chicago, 1884; Chicago Homeo- 
pathic Medical College, 1885; aged 76; died, July 3, of 
angina pectoris, 

Cuarves T. Dononoe, Chicago; Jenner Medical Col- 
lege, Chicago, 1910; aged 63; died, July 25, of chronic 
myocarditis. 

Frank R. Frazier, Yorkville, Ill.; Rush Medical 
College, 1895; aged 60; died, August 7, in Copley Hos- 
pital, Aurora, of cerebral hemorrhage. 


ILLINOIS MEDICAL JOURNAL 


September, 1939 


Louis Leon Frisgue, Chicago; Northwestern Upj- 
versity School of Medicine, Chicago, 1911; member of 
the Illinois State Medical Society ; Fellow of the Ameri. 
can College of Surgeons; on the staff of the Ravens. 
wood Hospital; aged 49; died, July 27, in the Sacreg 
Heart Sanitarium, Milwaukee, of encephalomalacia, 

FREDERICK F, GANo, Newark, IIl.; Medico-Chirurgica] 
College of Philadelphia, 1899; aged 58; died, June 18, 
in St. Charles Hospital, Aurora, of diabetes. 

Mary ExizasetH HANKs, Chicago; Boston Uni- 
versity School of Medicine, 1897; past president of 
the Chicago Council of Medical Women; member of 
the Radiological Society of North America; aged 170; 
died, July 17, of myocarditis and angina pectoris. 

WILLIAM FRANKLIN Harpet Chicago; Hahnemann 
Medical College and Hospital, Chicago, 1905; formerly 
professor of physiology and biology at his alma mater; 
aged 75; died, June 10, of chronic myocarditis, prosta- 
titis, cystitus and arteriosclerosis. . 

Emi, Hanry HERMANN, Hillsboro, Ill.; St. Louis 
University School of Medicine, 1920; a member of IIli- 
nois State Medical Society; aged 37; died, July 16, of 
angina pectoris. ; 

Puitie Herrin, Villa Grove, Ill.; Barnes Medical 
College, St. Louis, 1903; member of the Illinois State 
Medical Society; secretary and past president of the 
Douglas County Medical Society; veteran of the Span- 
ish-American and World wars; formerly bank president 
and major; aged 54; died, July 18, of cerebral hemor- 
rhage. 

GrorcE YouNG Horp, Keyesport, Ill.; Medical Col- 
lege of Ohio, Cincinnati, 1878; formerly postmaster of 
Keyesport ; aged 83; died, June 21, of carcinoma of the 
liver, 

HENRY WELLINGTON LanestTArFrF, Colfax, Ill.; Hahne- 
mann Medical College and Hospital, Chicago, 1885; a 
former member of Illinois State Medical Society; aged 
76; died, July 13. 

JosepH Marion Lirtte, Pana, IIl.; Missouri Medical 
College, St. Louis, 1899; member of the Illinois State 
Medical Society; medical superintendent and owner of 
a sanatorium bearing his name; aged 64; was instantly 
killed, July 11, when the automobile in which he was 
driving was struck by a train. 

WINFIELD W. PutiiaM, Dow, IIl.; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1883; aged 
81; died, June 5, of diabetes mellitus. 

WaALpeMAR J. SIEMINOWICz, Chicago; College of 
Physicians and Surgeons, Baltimore, 1893; University 
of Illinois College of Medicine, 1895; editor of Ukrania; 
aged 72; died, June 13, of carcinoma of the rectum. 

JosepH CHASE Stusss, Chicago; Northwestern Uni- 
versity Medical School, 1889; a Fellow, A. M. Aj; 
former president of the Illinois Hospital Association; 
aged 67; died, August 18, of chronic nephritis. 

Jay THomas Woon, Springfield, Ill.; College of 
Physicians and Surgeons, Chicago, 1907; served during 
the World War; aged 48; died, June 11. 








